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I  woke up one morning at my body's insistence 
I  cleaned up its mouth and I  combed out its hair 
And there in the mirror was a frame and a format 
I f  you like it I ’ve pleasure. I f  you don’t I ’ve despair.
I ’m only me by aform of consensus,
My self’s a reflection from other men’s eyes.
I f  I  do this I ’ve madness. I f  I  do that I ’ve genius 
I fI  kiss then I ’m loving, if I  don’t then I ’m cruel 
My roles are pre-set, my responses pre-labelled 
I ’m ruled by the living and lived by the rule
I ’m only me by aform of consensus 
My self’s a reflection from other men’s eyes.
And what if I  breakfrom the chain o f prediction? 
Rediscover the body alone in the room? 
Rediscover the soul alone in the body?
Will you say that I ’ve taken my cloth from my loom?
I ’m only me by a form of consensus.
My self’s a reflection from other men’s eyes.
Untitled Song,
Rex Stainton Rogers, 1966
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COPYRIGHT
No part of this portfolio may be reproduced in any form without the written 
permission of the author, except by ‘The University of Surrey’ for legitimate 
academic purposes.
© Annie Tipney 2000
ANONYMITY OF CLIENTS AND RESEARCH PARTICIPANTS
Throughout this portfolio, when referring to clients or research participants, all 
personal details, such as names of people, places and other identifiable characteristics 
have been either omitted or altered.
INTRODUCTION
This portfolio consists of a selection of pieces of work which were carried out as 
course requirements for the PsychD in Psychotherapeutic and Counselling 
Psychology in the period between September 1997 and September 2000. It is divided 
into three dossiers relating to academic work, therapeutic practice and research. The 
portfolio is, therefore, representative of the three main components of the course.
The academic dossier contains essays and a report relating to theoretical concepts and 
also issues in Counselling Psychology. The therapeutic practice dossier is concerned 
with the author’s client work and placement experiences throughout the training. 
Research work is included in the final dossier.
INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier consists of three essays and one report. The first essay explores 
the role of the psychoanalytic therapist, the second discusses the means of change in 
cognitive behaviour therapy and the third considers use of the existential 
phenomenological paradigm in assisting integrative therapy. In each case theoretical 
concepts are addressed with case examples used for illustration.
The report focuses on trainee use of supervision, and recommendations for more 
effective use of supervision for both trainees and supervisors are suggested.
WHAT IS  THE ROLE OF THE PSYCHOANALYTIC THERAPIST?
Freud is the founding father not only of psychoanalysis, but of all the ‘talking cures’. 
“Although much developed since his time this body of knowledge, psychoanalysis is 
based upon the discoveries of Sigmund Freud” (British Psycho-Analytical Society, 
1990, p37). There is, however, a great deal of confusion surrounding terms such as 
‘psychoanalyst’ and ‘psychoanalytic therapist’ that vrill require some attention before 
the role of the psychoanalytic therapist can be addressed. The term ‘psychoanalytic 
therapist’ describes any therapist who works specifically with psychoanalytic 
techniques, though the role is not identical to that of a ‘psychoanalyst’. A 
psychoanalyst practices a ‘pure’ form of psychoanalysis rather than utilising theories 
from different schools, and is generally trained at a recognised psychoanalytical 
institute. In this essay the roles that it is felt are more widely accepted by integrative 
psychoanalytic therapists as necessary components of the therapeutic process will be 
discussed. Some of these also apply to ‘non-psychoanalytic’ therapists.
Whilst there are an increasing number of therapists completing training, the number 
of traditional psychoanalysists who see their ‘patients’ several times a week over a 
period of years, is decreasing. Smail (1993) suggests this is probably due largely to 
the high cost to the patient, both in terms of money and time. Despite the proliferation 
of theoretical approaches with their inherent differences, the role of the 
psychoanalytic therapist (known as the therapist’ from now on) encompasses certain 
essential tasks. I would agree with many eminent theorists/therapists that the most 
important role of the therapist is to ensure that an effective therapeutic relationship is 
created and maintained: “The relationship is the therapy” (Kahn, 1991, pi). Research 
has shown that there is little difference in outcome between the various therapeutic 
approaches but that it is the relationship between the therapist and client that is the 
main determinant of successful outcome (Luborsky et. al, 1975). Of the five types of 
therapeutic relationship (i.e. the working alliance, the transferential/ 
countertransferential, the real, the reparative and the transpersonal) that Clarkson and 
Pokomy (1994) suggest are evident at different times in the therapeutic relationship, 
Greenson’s (1967) ‘working alliance’ is commonly viewed as the vital relationship 
for effective therapy. Freud first noted this and stated that: “It remains the first aim of
the treatment to attach him {the patient) to it and to the person of the doctor...If one 
exhibits a serious interest in him...and avoids making certain mistakes, he will of 
himself form such an attachment” (Freud, 1913, pi 39, italics mine).
It is suggested by many of the more recent psychoanalytic theorist/therapists, such as 
Kohut, (in Kahn, 1991) that accurate empathy, positive regard, warmth and 
genuineness are essential components of the working alliance. These concepts are 
problematic for Langs (1978) who feels that there is something very artificial about 
most psychotherapeutic relationships. His concerns about ‘misalliances’ offer food for 
thought and whilst I feel his views can be somewhat extreme, his concerns about the 
therapist taking on the role of the ‘expert’ are worthy of consideration. Clients are the 
experts on themselves, not therapists. Despite the concerns of Langs, I believe it is 
possible to attempt to ensure that the humanistic ‘core components’ are present: 
“Virtually all schools of psychotherapy accept the notion that these or related therapist 
variables are important for significant progress in psychotherapy and, in fact, 
fundamental in the formation of a working alliance” (Lambert, 1986). Thus, it is the 
role of the therapist to ensure that these components are in evidence throughout the 
relationship.
The working alliance cannot be established without an agreement to stay within 
certain boundaries, and a contract should be created between the therapist and client 
in order to do so. The boundaries should be established at the start of therapy and 
whilst they will vary depending on the school(s) the therapist favours, once again 
certain common factors will be present. All psychoanalytic therapists, indeed all 
therapists, should explain what the analysis involves, whether the time frame is to be 
limited or open-ended, as well as discussing issues such as payment, location (this 
will be discussed further later), attendance (a regular day and time), response to non- 
attendance and means of contact between sessions. These, and other issues when 
relevant, will form part of either a written, or more commonly, a verbal contract. 
Objectives and expectations of the therapy should also be discussed to avoid 
confusion and misunderstanding (Bateman & Holmes, 1995).
The contract forms the basis of the relationship and each therapist will also need to 
consider other boundary issues as they arise. These may be concerned with issues 
such as the inappropriateness of anything other than minimal physical contact and the 
ethical taboo of sexual relationships between therapist and client. Also topics such as 
whether or not to self-disclose to the client, whether to have any contact between 
sessions such as phone calls and how to respond to clients ‘acting out’ (Bateman & 
Holmes, 1995) often arise, A common occurrence for example, is a client attempting 
to extend the ‘therapeutic hour’, perhaps by trying to gain extra time at the end of the 
session. In general, it is important to keep the boundary firm and prevent this so that 
they feel secure in the knowledge that the ground rules will be adhered to. Attempts to 
break boundaries should be explored by the therapist in order to establish what is 
behind the behaviour, why there is a need to ‘test’ the boundaries. The contract helps 
the client see his obligations and responsibilities toward his therapist, as well as hers 
to him” (Bramley, 1996, p i47). Boundary issues are many and varied and the creation 
of a contract and the maintenance of firm boundaries are essential roles of the 
therapist. However, the concern of some critics of traditional psychoanalytic concepts 
is the possibility of power abuse. It is not uncommon for therapists to cancel 
appointments (due to illness for example) though some can take a somewhat punitive 
stance when clients need to cancel or change appointments. Whilst changes in the 
clinical boundary are, as Bramley (1996) suggests, matters for negotiation and/or 
interpretation, there may be times when exceptions can, and should, be made and 
consideration given to the client’s external environment.
The term ‘therapeutic frame’ is concerned with some of the above boundaries and 
according to Marion Milner (1952, pl83) “..marks off the different kind of reality that 
is within it fi*om that which is outside it; but a temporal spatial frame also marks off 
the special kind of reality of a psycho-analytic session”. Some therapists believe that 
certain components are essential to provide a ‘secure frame’ and those that have not 
been discussed under ‘boundaries’ and that are considered the most widely applicable 
to psychoanalytic therapists” working eclectically will be considered here. An 
important part of the frame is concerned with the environment in which therapy takes 
place, the consistency of the setting, and whether it affords the necessary privacy 
(Smith, 1991). It is the therapist’s responsibility to ensure that the setting is
appropriate and will allow the client to feel safe during their sessions together. The 
room should be comfortable and as soundproof as possible to provide privacy from 
the outside world. The therapist should ensure that the client feels that the room is a 
haven for the two people within it and therefore extra chairs and unnecessary items of 
furniture should not be in evidence. The therapist should also ensure that the client’s 
privacy is protected when waiting for the session and that busy waiting areas and 
calling out of client’s names are avoided. Where possible clients should have a 
separate entrance and exit. Confidentiality should be ensured: information should not 
be divulged to any other party unless disclosure is deemed essential; it then should be 
discussed with the client in advance. The therapist’s role thus extends beyond the 
temporal and spatial location of the actual sessions: sensitivity to the client’s inner 
and outer world extends to letter writing and phone calls as well as to appropriate 
waiting rooms and the provision of easily accessible amenities such as toilet facilities 
and drinking water.
When any ‘frame’ issues are impinged, which will inevitably happen at times, the 
issue may be brought to the session by the client, either consciously or unconsciously, 
and therefore should be addressed by the therapist. Attention to frame deviations 
reduces damage to the relationship (Smith, 1991), and can even become a positive 
means of demonstrating empathy with the client’s feelings. For example, a client who 
is distressed about having to sit in a crowded waiting-room may bring her concerns to 
the session via a story related to lack of privacy at work. Further exploration of this 
narrative may lead to a discussion about the inappropriate waiting-room facilities.
This then may enable her to acknowledge her anxiety about being ‘found out’ in light 
of fears that she is really an ‘evil’ person who feels she needs to hide her true self 
away from everyone.
The above aspects of the therapist’s role are relevant to most therapists, not only 
psychoanalytic therapists. It is also true to say that most therapists seek to aid their 
clients in a search for understanding whilst ensuring that their client maintains 
personal autonomy. It is not the role to the therapist to encourage unhealthy 
dependence upon the therapist, although some level of dependence may be necessary 
during psychoanalytic ‘regression’ (this will be discussed later). Within the confines
of this essay it will by no means be possible to consider all the aspects of the 
psychoanalytic therapist’s role, and it should be noted that there is much disagreement 
about what should and should not be part of the psychoanalytic therapeutic process. I 
will concentrate on those aspects that are most relevant to counselling psychology. 
This will tend to lean towards an integrative psychoanalytic stance. It is 
acknowledged however that whilst it may be acceptable to work from more than one 
theory, and that analysts vary according to their personal style, it is essential that the 
therapist has a theory and does adhere to a basic analytic technique. Conversely, 
focusing too rigidly on a theoretical mode of thinking can impede what McDougall 
(1986) calls the ‘clinical’ mode of thinking. She suggests that too great a focus on 
theory may actually impede the analytic process and close the analyst’s mind to 
alternative possibilities, and believes that self-knowledge gained from personal 
therapy and self analysis is a vital factor for successful therapeutic work. (McDougall, 
1986). I would also add that supervision plays an important role in gaining self- 
knowledge and in maintaining the appropriate focus on theory.
The relevance of theoretical training was the focus of a review of studies by Hattie et 
al. (1984). Rather disturbingly, they found that untrained ‘paraprofessionals’ were 
more effective ‘therapists’ than trained therapists. This review was criticised by 
Berman and Norton (1985) as boundaries between the trained and untrained were 
blurred, and their re-analysis of more methodologically sound data concluded that 
there was no difference between the two. To assume from this that it may be of no 
benefit for the therapist to be trained seems naive to say the least in light of ethical 
and boundary issues. They did however concede that training does give the therapist a 
theory, some useful techniques and a professional status. Mair suggests the apparent 
lack of superiority of the trained therapists may be due to a lack of spontaneity, and an 
inability to address the problem that “appears to be staring them in the face” (in 
Dryden and Feltham, 1992, p i51). Perhaps what is required is for the therapist to take 
what Bion terms a stance of ‘reverie’: “the state of reverie essentially means that the 
analyst is prepared to be changed by his patient” (Symington, 1986, p291). Thus the 
therapist’s role is to remain open to new ideas whilst keeping theory on the ‘back- 
bumer’.
10
Consideration of the client’s relationships with others is a vital role of the therapist 
and whilst this vast area cannot be given any great depth in this essay, it is important 
to give consideration, albeit briefly, as to how this may be achieved. “The daily work 
of the psychoanalyst is intimately bound up with his patients’ relations with other 
people... All theories of psychoanalysis recognize this...all psychoanalytic knowledge 
must begin with the individual’s relations with others” (Greenberg & Mitchell, 1983, 
p9). Unconscious processes are examined utilising various tools e.g. free association, 
the interpretation of transference and defence mechanisms, and through noticing what 
is happening between therapist and client. The therapist prepares the ‘psychoanalytic 
stage’ (McDougall, 1986) in order to allow patients to engage in ‘free association’ to 
enable them to explore any thoughts that come into their heads without censorship 
(though it was said by one of Rycroft’s (1985) patients that if he could really do that, 
he would not need psychoanalysis!). An attempt is made to listen ‘without memory or 
desire’ (Bion, 1979) and to seek to understand not only conscious, but more 
importantly, unconscious thoughts, desires and wishes.
One major tool that the psychoanalytic therapist uses to explore clients’ inner worlds 
and their relationship with others, is the interpretation of transference. This is a seen 
as displacement onto the analyst of the patient’s childhood object relations. By being 
constantly vigilant to what is going on between therapist and client and allowing a 
new ‘object relation’ to develop, exploration of past and current relationship issues is 
possible. A major role of the psychoanalytic therapist is to note both the client’s 
response to her/him, and also her/his response to the client (countertransference). The 
therapist’s role can be seen as one that allows the development of both positive (e.g. 
idealisation) and negative transference (e.g. hostility) in order to explore these 
phenomena together; this is achieved by the therapist’s interpretations. It can be 
useful for example to note a client’s repeated search for approval from a therapist and 
to consider whether this is perhaps a pattern from childhood, or indeed to think about 
whether this is in fact related to the way the therapist is relating to the client: is he/she 
behaving like a critical parent, and if so why?
A healthy balance is required allowing enough silence, or analytic space, to encourage 
the client to free associate and offering enough interpretation to promote self
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awareness without artificially forcing the pace. Interpretation cannot be helpful 
without an abundance of the attentive listening of the therapist. Trust has to be built 
and a relationship forged with this new ‘object’. The client will then be able to 
respond to the therapist’s “capacity to understand and give meaning to the projected 
fi-agments (and provision of) the containment which allows them to be transformed 
into a more tolerable form and reintrojected” (Bateman and Holmes, 1995, p i67). It is 
the role of the therapist to interpret at the right point: not too soon when something is 
buried too deep in the unconscious but when the ‘preconscious’ stage is reached. In 
order to enable the analysand to develop a capacity for self-analysis, the analyst 
should be aware of when to leave him alone. Wirmicott called this the ‘uninterpretive’ 
act of the analyst (in Bollas, 1991).
Psychoanalytic therapists provide an environment in which the client is able to re­
experience aspects of earlier relationships with primary care-givers. Support is 
provided for therapeutic regression (in most psychoanalytic approaches) to occur 
within a containing relationship to prevent clients from becoming overwhelmed by 
their increased frustration as this regression occurs. Whilst many psychoanalytic 
therapists would allow, and indeed welcome, regression to earlier stages in the client’s 
development, those engaged in brief therapy would tend not to allow this regression 
and accompanying dependence as the time-scales involved are not conducive to this 
type of work. Instead more emphasis would be placed on interpretations related to an 
agreed central theme. All however are likely to work with interpretation of the 
defences that clients unconsciously engage in to enable them to cope with their lives. 
There will not be space here to discuss all the different defence mechanisms. 
Repression and denial are perhaps the most pervasive defences when disturbing issues 
or impulses are pushed out of conscious awareness. Projection is also highly 
significant and the analyst must be aware of unconscious emotions when they are 
projected onto others, including him-herself. For example a client may talk about how 
angry her husband, or the therapist is, in order to protect herself fix)m her own anger.
It has not been possible in this essay to cover all the roles of the psychoanalytic 
therapist. There is no global agreement about these issues, however an attempt has 
been made to give a view from an integrative psychoanalytic perspective, giving
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consideration to ways, in ‘real world’ situations, that therapists may be expected to 
work. Whilst I have noted the importance of the working alliance, this concept is 
clearly not without its problems, partly, as Kitto (1998, p52) says “because we are not 
always clear whether we are talking about a mental structure or a mode of relations”. 
The psychoanalytic therapist’s role is to attend to the use of interpretation -  and the 
use of silence -  to make the unconscious conscious. The interpretation of defences 
and attention to transference are two major tools of the psychoanalytic therapist, and 
adherence to boundary issues are crucial factors within the therapeutic relationship. 
Perhaps the one most crucial role of any therapist is to hold onto the belief that there 
is no ‘expert’ in a therapeutic relationship; it is a shared learning experience between 
two people. No more, no less.
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In  c o g n it iv e  t h e r a p y ,  t h e r a p e u t ic  c h a n g e  i s  n o t  d e p e n d e n t  u p o n  t h e
THERAPEUTIC SYSTEM  OF DELIVERY BUT ON THE ACTIVE COMPONENTS WHICH 
DIRECTLY CHALLENGE THE CLIENT'S FAULTY APPRAISALS. DISCU SS.
Cognitive therapy, or to give it its full title, cognitive behaviour therapy (CBT), has 
been accepted as an effective treatment for a variety of psychological disorders for 
some years. Albert Ellis in the 1960s and Aaron Beck in the 1970s were two of the 
initial creators of this interactive therapeutic approach. At a time when there was 
growing concern about the lengthiness of traditional psychodynamic ‘emotion- 
focused’ approaches, and the limitations of behaviour therapy were increasingly 
becoming evident, CBT seemed to fill the gap between these two methods. The 
somewhat polemic statement above may have been more applicable to earlier versions 
of CBT but is likely to be challenged by many therapists today. Whether cognitive 
therapy (CBT) is aimed at ‘challenging the client’s faulty appraisals’ will be 
considered. The discussion will also attend to whether it is what is done (the ‘active 
components’) in the therapy that brings about change or how it is done (the 
‘therapeutic system of delivery’) that is the most crucial factor. Aaron Beck’s model 
of CBT is the most widely used and will form the basis for discussion.
It might be useful to consider the two major traditional, and very different, theoretical 
approaches, psychodynamic and behaviour therapy, in order to consider how 
therapeutic change is achieved in these two models as a starting point in this 
discussion. Behaviour therapy was derived from learning theory and is an approach 
that relies on a set of techniques to bring about change. These clearly defined 
strategies do not specifically address emotional or cognitive change; the emphasis is 
on the client being taught how to behave differently as the means for change. Little 
emphasis is placed on the relationship between the therapist and the client. 
Conversely, psychoanalytic therapy does not focus on behavioural change but on 
internal processes and the main tool used to do this is the therapeutic relationship. 
Transference and countertransference are the major factors in this process; the 
therapist uses what is happening between him/her and the client. Thus insight into 
intrapsychic processes is brought about by noticing and interpreting m/crpsychic 
processes (Woolfe & Dryden, 1996)). The ‘therapeutic system of delivery’ is seen as 
the most useful way to bring about therapeutic change rather than the ‘active
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components’ within the sessions. It is hoped that this essay will demonstrate that 
effective CBT now uses a combination of aspects of both these positions to bring 
about change.
When Beck created CBT he schooled therapists to share the therapeutic method with 
their clients, discarding the hidden agenda of the majority of the more traditional 
approaches, particularly psychodynamic therapy. Beck found that, when depressed, 
people viewed themselves, the world and the future negatively and had a tendency to 
catastrophise and magnify negative events. He believed that in therapy it was 
necessary for the therapist to encourage people to challenge their basic assumptions in 
order to open up their “cognitive organisation” through Socratic dialogue (Beck, 
1976). Beck (1976, p333) believed that “cognitive distortions are responsible for the 
neurosis” and focused on how these were maintained rather than on why they came 
about. However in his model he suggests that schema internalised during childhood 
are triggered by particular events in later life. Through his earlier psychodynamic 
work he noticed that people, even in free association, did not communicate certain 
trains of thought related to their feelings, often because they feared appearing foolish. 
He called these ‘automatic thoughts’ and noted that they occur instantly and, although 
often not readily noticed, they are difficult to switch off. He felt it was important to 
teach people to recognise these automatic thoughts and to challenge them (Beck, 
1976). Thus in the early days there are elements of a ‘rationalist’ approach to therapy 
demonstrated by the view that clients’ cognitive ‘distortions’ required ‘challenging’. 
More recent approaches tend to take a more ‘contructivist’ view. Mahoney (1988) 
made the comparison between a rationalist view which suggests that there is a reality 
that clients can be taught’, and the constructivist belief that individuals create their 
own knowledge, their own reality, which is acceptable as long as it is useful to the 
individual.
Beck (1976) suggested that depression should be treated by utilising structured tasks 
such as graded task assignments, mastery and pleasure records, cognitive reappraisal 
and rehearsal, automatic thought records etc. which the client continued between 
sessions at home. The focus of the therapy was on these ‘active components’ and 
much emphasis was placed on concepts being expressed in operational terms (Hawton
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et al., 1989). Guides to traditional CBT present a step by step approach to dealing 
with specific diagnostic categories using the tools listed above. The therapeutic 
relationship however does not feature in many books on ‘how to do CBT’, 
particularly those published prior to the 1990s. An impression is given that there is a 
set of ‘tools’ that can be applied in a standardised way for a specific problem. Most 
such guides provide a section for each disorder, e.g. depression, panic disorder, 
obsessional disorders etc. with a set of instructions for the therapist. In reality this is 
rarely the way that therapy can proceed as each individual client presents with a 
unique set of difficulties and therapy needs to be tailored to meet these individual 
needs. Rarely are ‘cases’ so straightforward that they can be dealt with by using a 
rigidly applied tool kit, though it may be true to say that some clients are more suited 
to a structured approach within a CBT framework (Wills & Sanders, 1997) than 
others. The way the ‘active components’ are conveyed is now given far more 
consideration than it was in the early days of CBT.
Therapists are now aware of the importance of the therapeutic relationship (Newman, 
1998). The humanistic core components of empathy, positive regard and congruence 
(Rogers, 1951) have been espoused by most schools today, but increasingly attention 
is being paid to what happens within the therapeutic alliance. This has had an impact 
on the cognitive behavioural ‘system of delivery’. Therapists are likely to ensure that 
Beck’s notion of ‘collaboration’ is carefully attended to and that it does not become 
coercion. Often clients are eager to please and agree readily to suggestions made by 
the therapist, therefore it is important to ensure that the clients is ready for, and indeed 
would benefit from, suggested tasks. Rather than following a structured plan, today’s 
cognitive behavioural therapists will be likely to ensure that what happens in the 
session, as well as homework, is tailored to the individual rather than rushing into 
setting tasks such as completing diary sheets which can be a daunting task to some 
clients. Therapist and client decide together on the agenda for the session, and on the 
homework, such that the client is able to take responsibility for any ‘tasks’ only if 
they are appropriate, and only when he or she is ready.
Tailoring the therapy to the client’s needs is no less important in CBT than in any 
other therapeutic approach. A young lady who had previously had therapy elsewhere
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during which she had successfully conquered her self-harming tendencies and 
improved her low self-esteem, presented for therapy some years later requesting that 
we work specifically on her continuing tendency to instantly assume that people were 
critical of her. This was something she said she wanted to learn to ‘challenge’ as she 
was aware it had become a ‘bad habit’ rather than something based on reality. We 
experimented with negative automatic thought records in the sessions and she said she 
found them extremely helpful in enabling her to notice, and then reconsider, her 
instant appraisal of certain situations. She was eager to continue this process and 
therefore completed them between sessions to enable her to do so. After six sessions 
said she was able to reffame situations and to challenge her instant response which led 
to improved relationships and reduced her anxiety. Whilst working in a veiy brief 
structured CBT fi*amework with a focus on cognitions was effective with this client as 
her needs were met, it is important to stress that the relationship was an important 
factor in bringing about change. Even in such brief therapy, the most useful work took 
place once a working alliance had been formed and trust was built between therapist 
and client such that all ‘tasks’ were agreed collaboratively.
Many clients’ difficulties however are not as straightforward as the client discussed 
above and may require a different, perhaps less structured, approach. Wills and 
Sanders (1997) talk about the possibility of adapting CBT to the client’s needs, by 
providing a ‘holding relationship’ for example. This can entail postponing the more 
active structured work until the therapeutic relationship has been strengthened and the 
client is ready for this type of work. This was the case with a client who seemed to be 
struggling with an ‘abnormal grief response’ (Woden, 1991) and who needed time to 
explore this before moving on to focus on her low self-esteem. Another client who 
presented with previously diagnosed ‘social phobia’ had previously had two years of 
CBT which had helped him to function well in most situations and he appeared to be 
coping well with a degree course and an active social life. The issue he presented with 
concerned his anxiety related to a particular environment. He felt unable to enter a 
large dining room, and despite his own efforts to challenge his negative thoughts he 
was unable to make progress with this problem. He had an in-depth knowledge of the 
active components of CBT and utilised them daily but it soon became evident that 
he was continuing to battle with his fears despite his efforts to ‘challenge’ them.
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Therefore, rather than focus immediately on the presenting problem, the wish to be 
able to eat in a particular dining room, it was agreed he needed time to explore issues 
from the past which he initially had no awareness were linked to the present 
difficulty.
Early in therapy it appeared that the belief behind his fear of entering a large crowded 
dining room was Tf I am sick everyone will stare at me and that would be 
unbearable.’ A reparative therapeutic relationship (Clarkson, 1995) developed over a 
period of weeks in which he needed to test out the therapist, to ensure I could be 
trusted. One way of doing this was by telling me, in detail, that he had recently been 
sick, perhaps to check out my response and see whether I would be disgusted and 
either taunt or reject him as his peers had in the past. Structured tasks such as 
automatic thought diaries, or graded task assignments were not useful for this client at 
this time, as previous attempts to focus on these strategies had not rid him of this fear 
and would not have focused on the heart of the problem. Through a gentle process of 
exploration he was able to uncover the underlying schema related to this situation. He 
realised that the thoughts attached to certain situations were as follows: Tf I do 
something that draws attention to myself, and then someone says something unkind or 
humiliating, I might lose control and kill them.’ The basis of this thought process 
seemed to stem from years of being bullied in childhood. One day, tormented by a 
much older and larger child, he had lashed out and hit the boy, knocking him out, and 
terrifying himself. The ‘active components’ in therapy then focused on cognitive 
reappraisal and rehearsal which helped him reach an understanding of what the core 
belief was (‘I am dangerous when provoked’) and to acknowledge that, rather than 
being ‘faulty’ it was a perfectly understandable belief to have formed at the time. He 
was then able to question whether it was helpful now, and to begin to give 
consideration to other possibilities.
This case perhaps helps illustrate the weakness of earlier models of CBT which do not 
place as much importance on the therapeutic relationship as later models. Beck 
initially viewed phenomena arising within the therapeutic relationship as ‘technical 
problems’ and therapist characteristics are ignored in Beck and Young’s 1988 
Cognitive Therapy Rating Scale (Blackburn & Twaddle, 1996). However many
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authors in recent years have emphasised the importance of the relationship in CBT 
and research indicates that it is the relationship that is the most crucial factor in any 
successful therapy, whichever approach is favoured (Luborsky et al., 1983). Persons 
et al. (1996) suggest that when a truly collaborative partnership is achieved in CBT it 
too can provide the ‘corrective emotional experience’ that psychodynamic therapists 
work to achieve. Safran & Segal (1990) have stressed the importance of focusing on 
the client’s interpersonal relationships, including the therapeutic relationship itself. A 
strong therapeutic relationship enables clients to use this as a learning experience 
from which to understand other relationships in their lives (Blackburn & Twaddle, 
1996). Issues that occur in the room, such as over-compliance for example, can be 
explored to make sense of, and perhaps question, everyday behaviour and cognitions.
The question of whether the ‘active components’ are used to challenge ‘faulty 
appraisals’ is pertinent to the above client. It could be argued that the word ‘faulty’ is 
judgmental and implies that the therapist has some magical way of assessing what is 
correct or incorrect, that there is a ‘rational’ view. An alternative, more contructivist, 
position may regard use of the word ‘unhelpful’ as more meaningful than ‘faulty’. 
Indeed the word ‘appraisals’ could also be seen as problematic. Earlier models may 
have taken the view that more surface level cognitive ‘appraisals’ are the target of 
therapy but more recent authors suggest that CBT also works on changing 
dysfunctional beliefs, thus going deeper than merely challenging ‘faulty appraisals’ 
(Roth & Fonagy, 1996). Removing symptoms without attending to the emotions, 
without helping change the mechanisms triggering them, leaves the client more 
vulnerable to relapse (Persons et al., 1996). Therefore more schema-focused work 
now attends to developmental perspectives, to past events, and to their impact on the 
client’s life today. Credence is given to the client’s world-view and to the reasons for 
her or his distress.
The question of the importance of focusing on different levels of processing has been 
highlighted by the work of Teasdale amongst others. Earlier models paid more 
attention to the quantitative variations people attach to meaning, rather than making a 
distinction between different types of meaning, thus the goal of therapy was “to 
invalidate the truth value of specific depressive meanings” (Teasdale, 1996, p37) or
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to ‘challenge faulty appraisals’. However a newer conceptual model, known as ICS 
(Interacting Cognitive Subsystems) considers all aspects of information processing, 
and crucially, includes emotional processing (Teasdale & Barnard, 1993). Although 
there will not be time to go into this model in detail, the particular benefit of this 
model is that meaning is seen as being encoded on two levels. Firstly, ‘propositional 
meanings’ which “convey information about specific states of the world that can be 
verified by reference to evidence”; these can be assessed on the merit of ‘truth value’. 
The other level of meaning is more difficult to convey and is known as ‘implicational 
meamng’. “ICS suggests that, subjectively, synthesis of generic meanings is marked 
by experience of particular holistic ‘senses’ or ‘feelings’ with implicit meaning 
content: ‘something wrong’, ‘confidence’, ‘on the right track’, ‘hopelessness’ 
(Teasdale, 1996, p29). This model’s treatment strategy, although not identical, has 
links with and has been supported by the success of the recent schema-focused 
developments in CBT (e.g. Beck, Freeman & Associates, 1990). The main benefit of 
ICS seems to be its focus on widening the clients’ perspective and giving them 
alternatives in problematic situations, i.e. creating alternative schematic models, as 
opposed to focusing on challenging and negating clients’ current beliefs. Techniques 
such as guided imagery are utilised to help ‘replay’ past situations to incorporate new 
elements into “patterns of Implicational code” which relate to specific themes such as 
suffering, helplessness etc. (Teasdale, 1996, p45).
It is hoped that the discussions above have challenged the statement that change in 
therapy is brought about by using a set of techniques devised to ‘challenge faulty 
appraisals’. Rather than seeing either the ‘active components’ OR the ‘system of 
delivery’ as being the mode of change, it seems that change is brought about by an 
interaction of both these crucial factors. The therapeutic relationship, interpersonal 
issues, developmental perspectives and different levels of processing can all now be 
seen as part of the process of therapeutic change. It may be tempting to assume that 
CBT’s ‘active components’ can be taught and implemented easily and the popularity 
of self-help books may have fuelled this belief. However, the fact that there are still 
long waiting lists for therapy indicates that books, techniques, in isolation are not 
enough to bring about lasting change in those suffering from psychological 
difficulties. This becomes evident when we move away firom the books and into the
22
consulting room. Clients do not fit into neat categories but are complex individuals 
presenting with a huge variety of problems, each one forming a unique relationship 
with the therapist. Every therapeutic approach has its own form of dialogue 
(McNamee & Gergen, 1992), and every therapeutic encounter is different.
Critics may see CBT as “scientific and prescriptive” and the target of “didactic 
interventions of experts” (Pilgrim, 1997, p i7). However it is hoped that today 
therapists utilising cognitive behavioural techniques do not view themselves as the 
experts, or assume their clients’ views are ‘faulty’. No less than any other therapist, 
cognitive behavioural therapists can help clients to reach their own understanding of 
their life story, enabling them to question and discard the beliefs that they choose 
rather than being coerced to change their views to match those of an ‘expert’.
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B y  u s in g  o n e  o f  t h e  p s y c h o l o g i c a l  m o d e l s  c o v e r e d  in  t h is  c o u r s e , 
DISCUSS HOW IT CAN A S S IS T  EFFORTS TO WORK INTEGRATIVELY
Whilst the way I work varies with each client, indeed with each encounter the core 
philosophy that underpins my therapeutic work is the existential-phenomenological 
approach with its emphasis on the individual’s lived experience, notably the 
experience of the therapeutic relationship. This paradigm is often associated with the 
humanistic school and whilst it probably sits more comfortably here than with the 
behavioural, cognitive or psychodynamic schools, the explicitly philosophical origins 
which reject any certainty or ‘truth’ other than the certainty of death set it apart from 
other humamstic models. It is now widely accepted that the basic factors in any 
therapeutic relationship of empathy and genuineness and positive regard are necessary 
in any therapeutic encounter. The existential-phenomenological paradigm adds to this 
by serving to remind therapists not to lose touch with the client’s experience of 
‘being-in-the-world’ (Spinelli, 1996) by being led by theory. This does not imply that 
theory should be ignored but rather that it should be used to inform what is happening 
with a client at a particular time (Spinelli, 1994). Indeed the integration of different 
paradigms seems crucial in enabling us to help clients find meaning in their lives; all 
the psychological models are concerned with the search for meaning (Power & 
Brewin, 1997). In this essay I will pick out some existential concepts in order to 
demonstrate how they can aid working integratively.
It seems important to state that the existential-phenomenological paradigm reflects an 
attitude rather than a techmque or a way of working. This paradigm reflects, and adds 
to, many of my views about the most helpful way of being with clients. There can 
only be an interpreted world, and as therapists we can attempt to get as close as 
possible to entering another’s world (‘being for’ the client) by ‘bracketing’ our own 
perceptions, whilst accepting that we can never know what another is experiencing 
(Spinelli, 1996). Increasingly we have become aware of the importance of the 
relationship between the therapist and the client (Luborsky et al., 1975). This above 
all other factors appears to influence the outcome of therapy. All three of the major 
psychological models (humanistic, psychodynamic and cognitive-behavioural) 
recognise the importance of the working alliance; indeed Freud himself stated that the 
first aim of treatment was an attachment between therapist and client (Freud, 1913).
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The existential-phenomenological paradigm also emphasises the importance of the 
relationship, of what is happening in the consulting room, and focuses on Buber’s 
(1970) T-Thou’ meetings.
Although traditionally psychoanalysts were wary of analysts revealing anything about 
themselves, revered analysts such as Guntrip stated that the real person behind both 
the client and the therapist’s defences needs to be present before true psychotherapy 
can occur. This enables therapists to engage in an authentic relationship with the 
clients, to share their exploration and acknowledge that we all struggle to make sense 
of our lives. The existentialists therefore suggest therapists should speak o f ‘us’ and 
‘our’ problems which for me feels more honest and helps to reduce the power 
imbalance in the relationship. This does not necessarily preclude the existence of a 
‘transference’ relationship but enables another dimension within which the client’s 
present day relationships may be explored. Cohen {1997, p26) suggests that the 
therapeutic relationship is always a ‘real’ relationship, and that it includes certain 
phemomena which psychoanalysts call transference, but these are part of its totality”. 
Within the ‘real’ relationship transference and countertransference issues can also be 
considered, but as Jung (1966) noted, transference is but one of a range of therapeutic 
tools and is not something that t e  to be present.
The notion of countertransference has many different meanings. Whilst there will not 
be time to cover them in this essay, the most crucial factor is perhaps that therapists 
notice what is going on and how they feel in the room with the client. Sometimes this 
will seem to be connected to past relationships, at other times it may seem more 
relevant to the present situation. Critics of notions of transference and counter- 
transference might view the imposition of these terms as damaging, as a means of 
minimising emotional reaction i.e. by getting too hooked into theorising. Although he 
does not agree with the concept o f ‘transference’ Spinelli (1994) suggests that 
therapists could consider the possibility that all encounters potentially mirror previous 
life experiences. Perhaps the issue is not what it is called, but whether the therapist is 
able to notice and reflect upon what is happening in the current encounter between the 
two people in the room. The existential concept o f ‘intentionality’ is perhaps helpful 
in that it is a recognition that ‘reality’ is shaped by
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our way of being over time. However it is acknowledged that present-day 
remembrance of the past is not actually representative of exactly how things were in 
the past as it is inevitably coloured by more recent experiences.
The psychodynamic notion of a ‘corrective emotional experience’ I believe integrates 
comfortably with an existential attitude. When therapists are attempting to ‘be with’ 
the client and to bracket their own assumptions as much as is realistically possible, 
they vdll be open to be ‘used’ by the client. Thus if the client needs a ‘reparative 
relationship’ and communicates this to the therapist, he/she will engage with the client 
in this with interest and openness, though perhaps not to the extreme of Ferenczi who 
took a patient on holidays and supplied nursery care! (Clarkson & Pokomy, 1994). A 
client I was seeing who had not been able to grieve for losses from childhood was 
able to use the therapeutic relationship to test out whether it was safe to acknowledge, 
and show, her emotions without experiencing the ridicule and anger previously shown 
by her mother at such times. ‘Being for’ the client demonstrates the therapist’s 
willingness, as far as possible, to enter the client’s reality. This can be done by 
voicing her distress “from a standpoint that approaches hers” (Spinelli, 1994, p318). 
Thus this client’s distress about giving away a prized bracelet to a friend who later 
moved away and lost touch was not assumed to be of lesser importance than the death 
of her grandmother. Both narratives led to an open display of sorrow and to feelings 
of rejection which needed validation.
The lack of any hierarchy in the existential paradigm allows the uniqueness of each 
client to be accepted. Each is a person within the relationship rather than an object 
requiring change. Indeed, van Deurzen-Smith suggests that those merely requiring 
symptom reduction should not be seen by an existential therapist as they may not 
want to examine their assumptions or to seek to understand themselves in relation to 
others. The existential reluctance to pathologise, or to assign any priority to clients’ 
difficulties may seem incongruent with some other approaches, particularly cognitive 
behaviour therapy, though counselling psychologists tend to view diagnostic criteria, 
as well as theoretical models, as usefiil guides rather than as things that exist. Whilst 
a term such as ‘depression’ may be informative, it should not lead to the therapist 
making assumptions as to a client’s experience of ‘being depressed’. The uniqueness
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of each individual’s experience needs describing and clarifying, meaning is sought 
within the encounter. In the existential view the individual only exists in relation to 
others therefore the therapists focus in the sessions is the client, not an adherence to 
any theory, which can distort effective listening (van Deurzen-Smith, 1988). This is 
not to say that when working integratively one cannot move into a more problem 
focused (e.g. CBT) approach if this seems to meet the clients needs as the following 
example shows.
When working with a client who wanted to make sense of her chronic anxiety many 
sessions were predominantly focused on helping her clarify and describe her own 
world view in order to help her assign meaning to her difficulties. Once we had spent 
some time on this using psychodynamic theory to inform us in relation to defence 
mechanisms (which helped explain her rituals) and developmental issues (to help 
understand where the fears came from), she then wanted help to reduce the rituals 
which she now felt had become ‘bad habits’. We were able to start to reframe her 
anxiety and to attach meaning to it as indicative of her strong imagination which 
could be used to ‘help rather than harm’ her (van Deurzen-Smith, 1988). Taking a 
constructivist cognitive behavioural approach (Wills and Sanders, 1997) at this stage 
seemed to help her to achieve her goal. She wanted ‘tools’ she could utilise 
when necessary to help her question her instant response to anxiety provoking 
situations. This was not a set of techniques imposed upon her but were exercises that 
were collaboratively agreed upon within the framework of a ‘real’ relationship and 
which she seemed to find usefiil. She tried reducing preparation time for academic 
work and found that her grades improved and that the time gained was usefiil for 
other pursuits such as her dancing lessons. In line with existential phenomenology, 
cognitive therapy too recognises a “criterion of objectivity in the testing of one 
experience against another” (Edwards, 1990, p i09). Increasingly the divide between 
cognitive behaviour therapy and other paradigms is closing as more emphasis is 
placed on the relationship between therapist and client, on learning within the 
therapeutic encounter (Blackburn and Twaddle, 1996). Integrating CBT with 
existentialism can I believe ensure that there is not a lack of depth as the existentialist 
searches for meanings “that do not emerge easily from clients’ conscious thoughts and 
images” (Edwards, 1990, pi 15).
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The existentialists suggest that we should avoid reifying therapeutic constructs and 
see them as guides rather than as ‘the truth’ as well as trying to ‘bracket’ our own 
assumptions, this does not however preclude utilising constructs to inform us and 
guide us in helping our clients’ search for meaning (van Deurzen-Smith, 1997). van 
Kaam (1963) suggests that all schools of psychology can “partake of existential 
psychology without identifying with is as such and without losing their own 
irreplaceable function.” Power and Brewin (1997, pi) propose that rather than 
exploring the merits of the differences between therapeutic approaches we may wish 
to “integrate different psychotherapies at a theoretical level in terms of processes of 
meaning transformation.” The pursuit of the meaning clients attach to their difficulties 
is evident in all the major therapeutic approaches discussed here but it may be easy to 
miss their implicit value systems. Each has a ‘take’ on how people ‘should’ be; 
humanistic clients should be ‘self-actualisers’, cognitive behavioural clients should be 
objective problem solvers and psychodynamic clients should have their ego where 
there id was! The existentialists are perhaps more explicit in offering an “antiscientific 
antidote to the discontents of contemporary life” (Messer & Woolfolk, 1998, p257). 
This statement reflects the existential discomfort with positivistic scientific 
methodology. Counselling psychology is playing an important role in promoting 
qualitative approaches to science, with data that consists of “vivid, dense and full 
descriptions in natural language of the phenomenon under study” (Polkinghome,
1994, p510).
The existential paradigm serves as a reminder to therapists of the dangers of seeing 
any theory as ‘truth’, or of ignoring the fact that individual experience is embedded in 
contexts (Spinelli, 1994). I suggest theory can be no more than a ‘social construction’ 
(Burr, 1995) or a ‘myth to live by’ (Campbell, 1988). Psychological theories help 
make sense of the chaos in people’s lives by giving them a narrative, however Sartre 
suggests we try ultimately to be the “authors of our own life design”, perhaps by using 
these and any other narratives that help us to do so. Existentialism reminds us that any 
theory is defined by cultural values. In therapy clients are generally seeking to meet 
social norms, thus therapists are fimctioning to some extent as agents of social control 
as we cannot realistically seek anything more than a ‘bounded freedom’.
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Joyce McDougall (1986) encapsulates this idea beautifully: “The point at which the 
norm becomes the straight-jacket of the soul and the cemetery of the imagination is a 
delicate one to define.” Attempting to remember the undesirability of becoming 
over-adapted and the desirability of allowing the client’s own unique meanings to 
emerge, hopefully enables the therapeutic relationship to be part of a ‘passionate 
engagement with life’.
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R e p o r t  o n  Tr a in e e  Us e  o f  S upervisio n
“Psychotherapists are neither gods nor heroes. Their understanding o f human 
problems is no protection against succumbing themselves. A supervisor can do 
much to combat the shame and guilt fe lt by supervisees in the throes ofpersonal 
crisis, thus helping them return to normal all the sooner. ” Bramley (1996, p26)
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Introduction
In this report I will consider several ways that trainees could make more effective use 
of supervision, focusing throughout particularly on the relationship between 
supervisor and supervisee. Supervision plays a vital role in the training process for 
counselling psychologists, a factor that has been recognised by bodies such as the 
Counselling Psychology Board of Examiners. Moves are afoot to establish an 
accreditation scheme for supervisors to meet increased demands for supervisors who 
are “knowledgeable and experienced across theoretical and applied divisions in all 
fields of psychology” (Clarkson, 1998, pl40). The importance of skilled supervision 
is at long last being addressed and it is hoped that this will lead to an increase in the 
availability of well-trained supervisors. In recent years some useful books on 
supervision have been published which will also enable trainees to understand more 
fully what they require from supervision and prevent situations where even after two 
years of being supervised regularly supervisees are still uncertain about what to 
expect from supervision (Carroll, 1996).
The Purpose of Supervision
The BAC states that the primary purpose of supervision is to protect the best interests 
of the client. This is perhaps stating the obvious, but the different types of 
supervision that are required to enable this to happen need to be considered. Trainees 
are in a different situation from those who are already qualified and in regular 
supervision and whilst the suggested types of supervision listed below relate to 
anyone in supervision, the educative, or formative, role plays a greater part than 
perhaps it does for non-trainees.
Proctor (1988) suggests there are three types of supervision as follows:
1 Restorative or supportive
This type of supervision helps supervisees to deal with emotional issues. It 
allows them to ‘off-load’ onto the supervisor.
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2. Normative or managerial
This serves a ‘quality control’ fimction in which the supervisor watches for 
‘blind-spots’ in the supervisee. This will be discussed more in the section on 
‘boundaries’.
3. Formative or educative
The supervisor helps the supervisee to complete the following tasks:
• to understand the client better
• to become more aware of their own reaction & response
• to understand the dynamics of how they & the client interact
• to look at how they intervened
• to look at the consequence of interventions
• to explore other ways of working
It is not suggested that these three types of supervision are mutually exclusive but that 
one, two or all of them may be utilised at any given time. Bramley (1996) suggests 
that the aim of supervision should be to keep the supervisee “poised” rather than 
“held” to prevent an excessive dependence on the supervisor and to prevent the 
supervisee being treated “like a helpless infant”.
The Use of Contracts in Supervision
One of the crucial factors in ensuring that supervision is effective for trainees is the 
creation of, and adherence to, a contract. Jean Morrisey (1998) critically evaluates the 
role of contracting in supervision. She notes that the current literature on supervision 
supports the necessity for clear contracts to be established between supervisor and 
supervisee to ensure the smooth running of the supervision process. This is of 
particular importance in the case of trainee supervision, as ambiguities, particularly in 
relation to the prominence of the educative function of supervision, can lead to 
confusion between supervisor and supervisee, and therefore adversely affect the 
treatment of clients.
Bramley (1996) feels that the requirements for a contract between supervisor and 
supervisee are similar to those between therapist and client, but in the former they
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generally tend to be less formal and detailed. A contract, however, is required, and 
whether it is verbal or written more formally, should be adhered to. She states that it 
is important for the supervisor to challenge the supervisee if the contract is not 
adhered to, in order to provide a good ‘role model’ for the therapeutic situation. I 
would suggest that it is of equal importance for the supervisee to feel able to 
challenge the supervisor if she/he does not keep to the contract.
An example of a supervisory contract is shown below:
Supervisorv Contract (Comnton. 1987^
Purpose of the supervision 
Expectations regarding clients 
Expectations regarding agency 
Format for presentations 
Supervision schedule 
Time frame 
Location and setting 
Taping expectations 
Evaluation process 
Fees and payment
This example provides a useful template for a supervisory contract, which could be 
amended to suit individual needs. Carroll (1996) feels that agreement on learning 
needs, goals and objectives should be included. I would suggest that in addition to 
this confidentiality should be added. Whilst it will not be possible to discuss all the 
above headings in this report, the issue o f ‘format for presentations’ will be addressed 
later.
Shohet and Wilmot (1991) state that responsibility for the contract, and therefore the 
‘tone’ of supervision, lies primarily with the supervisor. However Greenburgh (1980) 
feels that responsibility for the contract lies with both participants, but points out that 
it should primarily be the needs of the supervisee that are given priority.
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Boundaries within Supervision
Boundaries are just as critical in supervision as in the therapeutic relationship to 
provide safety and containment, and thereby to encourage risk-taking and non­
defensive behaviour (Page & Wosket, 1994). Page and Wosket note that a close and 
trusting relationship is essential if the supervisee is to feel safe enough to express him- 
herself fully, especially when dealing with negative feelings. It is essential therefore 
that secure boundaries exist to provide a safe, confidential, non-threatening and 
uninterrupted environment. This should be negotiated as part of the contract (see 
Section 2).
A potential area of confusion is the educative role of supervision. Just where should 
lines be drawn? Page and Wosket (1994) state that supervision is “primarily a 
containing and enabling process, rather than an educational or therapeutic process”. I 
would argue that an educational role however is, necessarily, a crucial part of the 
process, particularly for trainees. However, conflicts arising from a mismatch between 
requirements of the supervisor and the requirements of the training course can lead to 
feelings of confusion and insecurity. It can be daunting to be expected to practise a 
therapeutic style not previously studied and sometimes completely unfamiliar to the 
trainee. This is an area where supervisees may feel it appropriate to voice their 
unease, if the relationship encourages such disclosure. Feelings of divided loyalty 
around this and similar issues can cause concern. If the course and the supervisor 
suggest different ways of working which conflict, the supervisee can feel ‘tom’ and 
wonder how to proceed, and who to please. Discussing concems about supervision 
with course members and vice versa can be uncomfortable but is often a necessary 
process.
The style of educative supervision employed plays a vital part in effective use of 
supervision as part of the training process. In several studies, Carifio and Hess (1987) 
found that students objected to the following styles:
a. Constrictive -  dogmatic restriction of certain techniques.
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b. Amorphous -  not providing sufficient levels of guidance or direction.
c. Unsupportive -  supervisor seen as aloof, cold, uncaring or hostile.
d. Therapeutic - which was viewed in the studies as the most objectionable, in 
which the supervisor treats the supervisee as a client and focuses on his/her 
personality during supervision.
The students in the studies placed empathy, genuineness, respect, honesty, non-sexist 
and non-authoritarian characteristics, as well as flexibility, openness to negotiation, 
ability to share own work in a facilitative manner and to create clear boundaries as 
desirable in a ‘good’ supervisor.
Tedder (1986) states that the supervisor should ensure flexibility in the relationship as 
he/she has a function “somewhere between therapy and education” although the 
‘therapeutic’ role to which he refers can perhaps be better identified by Proctor’s 
‘supportive, or restorative’ type of supervisory relationship (see Section 1).
The final issue related to concems about boundaries is the blurring of boundaries 
between personal therapy and supervision. Supervisees may be confused about 
whether personal issues should be brought to supervision -  and conversely about 
whether it is appropriate to discuss supervision in personal therapy. Hawkins and 
Shohet (1989) suggest they should be kept separate — unless personal issues affect the 
therapeutic process, or affect the supervisory relationship. Similarly, Bramley (1996) 
believes that whilst it is the responsibility of supervisors to point out “blind spots” in 
supervisees, it is not their responsibility to deal with them; this is the remit of the 
personal therapist.
Relationship with Supervisor
It has been suggested that ‘crises’ in the supervisory relationship can be dealt with 
more promptly if tmst has been established in an on-going supervisory relationship by 
utilising the psychoanalytic process of ‘working through’ (Shipton, 1997). As 
Bramley notes, this process does not usually lead to one ‘right’ intervention but 
highlights the fact that there are different options: “The art is in making the best 
choice” — i.e. the supervisee’s “best choice”, not the supervisor’s. The supervisee
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should take comfort from remembering that the learning process never ends, and that 
supervisors also learn from their supervisees: “We {supervisors) do not always do as 
we teach others to do, but we can learn a lot from trying to do so” (Casement, 1985, 
p33, italics mine).
The process of examining the supervisory relationship I believe should primarily be 
concerned with considerations as to the ‘openness’ of the relationship with the 
supervisor. Moskovritz and Rupert (1983) inform us that many studies illustrate that 
trainees will not openly confront their supervisors, that they are guilty of “spurious 
compliance”. Judy Moore (1991) suggests that many of the problems associated with 
being ‘up-front’ are actually to do with supervisees’ perceptions about the supervisor 
rather than about reality. She says that supervision is most effective when supervisees 
can: “stay with what they are feeling in relation to the client or any other issue, and 
have the courage to be themselves”. The temptation to hide personal feelings and 
conceal problems with their performance prevents exploration and significantly 
hinders the learning process. This issue is I believe of paramount importance and will 
be covered fiirther in the final section of this report. I would suggest that one of the 
most effective ways that supervisees can improve their relationship with their 
supervisor is to ‘be themselves’. We must not lose sight of the fact that a relationship 
is a two-way process. Supervisees can have an effect on this process by giving 
careful consideration to the way that they present material to their supervisors, which 
leads to the final topic of this report.
Format for Presentation of Material to Supervisor
The first issue to consider is the style the trainees will utilise when presenting material 
to their supervisor as this inevitably has an influence upon the relationship with the 
supervisor. Unfortunately there will not be space here to give a detailed discussion of 
whether ‘expressive’ reporting is more effective than ‘verbatim’ reporting in 
supervision. My view, from studying the literature and from experience, is that any 
verbatim reporting, even the use of audio-tapes, has limitations with respect to giving 
a real picture of what was happening in the session. We are all aware of the 
importance of non-verbal commumcation, and of the importance of contextual issues. 
Therefore I will assume that for the majority of trainees (in particular, counselling
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psychology trainees), the preferred form for supervision is ‘expressive’ reporting.
The most salient feature of verbal reporting is that it should be expressive. Many 
presentations to supervisors are boring! There is a temptation, particularly in the early 
days, to cram as much into the hour as possible, in an attempt to discuss all clients in 
the same session. This form of presentation has a tendency to be fragmented, rushed 
and intensely boring. It can, as client hours and confidence increase, be more 
effective to focus on one or two clients per session, but even then, if too many issues 
are focused upon in the form of lists of facts, the feelings, the supervisee’s feelings, 
are largely ignored. Which brings us back to the issue of safety and containment. In 
order to feel comfortable enough to experience emotions associated with the client 
supervisees needs to feel that they are in a safe and non-threatening environment.
In the right environment, whichever therapeutic model is favoured, trainees should 
feel safe to show the supervisor what is going on by allowing them selves to relive the 
feelings aroused in the therapeutic session. Moore (1991) says that keeping 
something “living” allows supervision to be far more effective. As Freud himself 
noted, in the therapeutic relationship only dream reports can be brought to therapy, 
and all we are able to take to supervision are reports o f reports. Thus the way these 
‘reports of reports’ are presented is crucial; they need to be living, breathing and 
feeling reports!
Conclusion
Consideration of issues such as contracts, boundaries, the nature of the relationship 
and the way we present material have been discussed in order to illustrate that trainees 
can made a difference to the supervision process. Confidence is required as, whilst a 
degree of anxiety is seen by Bion as being crucial in the relationship, too much 
anxiety and fear of ‘exposure’ can be stifling and hinder the process. Perhaps trainees 
fear exposure because they feel that every detail is being constantly observed. If this 
can be viewed in a positive light as part of a learning process rather than being seen as 
critical or judgmental, trainees could feel more comfortable about ‘opening up’. We 
should keep in mind the thought that in order to be effective in encouraging our 
clients to be open and to examine their feelings, trainees, or trained therapists in
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supervision, need to feel safe to do the same, not only in therapy but, where 
appropriate, in supervision.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier consists of a short description of my three 
placements, a brief account of other therapeutic work and professional activities and 
an essay demonstrating how I integrate theory and research into therapeutic practice.
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DESCRIPTION OF PLACEMENTS
Year One
My placement in the first year, between October 1997 and August 1998, was split 
between two different settings within the same National Health Service Trust. One 
day per week was spent at psychology department within the Community Mental 
Health Team (CMHT) in a large hospital. The unit serviced a wide geographical area, 
and there were five wards in the unit: two for those with severe mental health 
problems, one for the elderly, a mother and baby unit and a day centre for the elderly.
Referrals were received either from general practitioners (GPs) or, more commonly, 
from the psychiatry department within the hospital. There were five consultant 
psychiatrists, with five junior doctors, who worked both on the wards and with 
outpatients. The psychology department consisted of two secretaries, four clinical 
psychologists, one counselling psychologist, two health psychologists, one 
psychotherapist and three trainees (one clinical and two counselling); the department 
was involved with both inpatient and outpatient referrals. There was a weekly 
psychology meeting for case supervision and administrative purposes which I 
attended. I also attended multidisciplinary meetings which took place when necessary 
to discuss individual patients. These were attended by a range of professionals 
including psychiatrists, psychologists (and trainees), community psychiatric nurses 
(CPNs), and ward managers. The second day of the placement was spent in a primary 
care setting within the same trust. This was a large fund-holding practice with six full­
time GPs. There was a full-time CPN as well as the usual team of nursing and 
administrative staff. A clinical psychologist, a counselling psychologist and a 
counselling psychologist trainee attended the practice to provide support to patients 
one day a week. Patients of all age groups were seen either with a view to providing 
‘in-house’ therapeutic intervention or for referral to a more appropriate source when 
applicable.
Individual weekly supervision was provided by a clinical psychologist and was 
integrative, incorporating humamstic with, psychodynamic and cognitive behavioural
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models. After several weeks, I was able to carry out my own assessments and saw 
individual clients presenting with a wide range of difficulties. One of my clients was 
diagnosed by a consultant psychiatrist as having ‘borderline personality disorder’, 
several were displaying symptoms of depression and/or anxiety and some attended for 
more short-term intervention when they required support during a crisis in their lives. 
Clients were generally seen immediately for therapeutic intervention, as there was no 
waiting list. Long-term therapy was provided by other members of the psychology 
department. Within a time-limited model there was a certain amount of flexibility in 
the number of sessions, most of the clients attended for a maximum of 20 sessions. I 
was required to write reports to GPs and psychiatrists and to liase with members of 
the teams when required, attending ward rounds on occasion.
Year Two
I worked for two days a week, between September 1998 and August 1999, in a 
psychotherapy department that was part of a NHS adult mental health unit covering 
two main primary care group areas. It was a large unit with a team of medical staff 
consisting of two frill time and four part time psychiatrists, eight secretaries and 
several junior doctors. There were six social workers and four CMHTs. All were able 
to utilise the services of a day centre, community drug and alcohol team, 
rehabilitation team and a voluntary counselling service. There were three wards and a 
secure unit. The psychotherapy department was staffed by two full time and two part- 
time psychotherapists. There were seven trainees in total in the department: four 
group psychotherapy, two individual psychotherapy and one counselling psychologist. 
Referrals to the department were from the CMHTs rather than from GPs and there 
was a wide client group, both in and out patients, in the 17 to 70 age group, with 
difficulties ranging from anxiety disorders and depression to psychoses (i.e. Axis I 
and Axis II disorders). Due to long waiting lists clients had often waited nine to 
twelve months since their initial assessment. This factor needed addressing in 
therapy, and a new assessment often revealed that presenting problems had changed 
since the original assessment. Both long-term and brief psychotherapy were offered 
by the department, and cognitive behaviour therapy (CBT) was provided by CMHT 
nurses trained in CBT. The placement offered regular training seminars and case 
study presentations, which I attended most weeks. Individual fortnightly supervision
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was combined with weekly group supervision. This was provided by a 
psychotherapist and was psychodynamic in orientation, incorporating theory from 
different psychodynamic schools with a focus on self-psychology and object relations 
theory.
Year Three
This placement took place two days a week from September 1999 to August 2000 and 
was located within a university counselling service. The counselling service supported 
staff and students of a large university and in 1999 in excess o f600 individual clients 
were seen. Trainees were unable to offer counselling to members of staff, therefore 
the clients seen were all students, predominantly undergraduates. Most clients self­
referred, though in some cases an academic member of staff or GP had suggested that 
they come for therapy. The majority o f clients were aged between 18 and 21, though 
some mature students also presented. Presenting problems varied from those wishing 
to explore a specific issue on a single visit, to severe, often chronic, problems such as 
eating disorders and severe depression. Alcohol abuse was often part of the presenting 
problem. Several clients presented with problems associated with academic concerns, 
and with difficulties in adapting to life transitions. It was necessary to liase with both 
medical professionals and academic staff in order to provide the support they required 
Letters and reports were provided with the client’s written permission. There were 
two full-time staff, a clinical psychologist and a psychodynamically trained therapist, 
and five part time counsellors/therapists, as well as three trainees; a variety of 
therapeutic approaches were utilised. There was a good relationship between the 
counselling service and the medical staff at the health centre, which enabled us work 
as a team when it was beneficial to the client. Many of the clients returned home for 
vacation periods, thus long breaks required careful management and care had to be 
taken that support was considered during these breaks. This placement offered a 
welcome opportunity to work with clients from different cultural backgrounds, and to 
run an anxiety management group. Weekly individual supervision was provided by a 
counselling psychologist and was integrative, but with an emphasis on the 
development of cognitive behavioural techniques.
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ADDmONAL THERAPEUTIC WORK AND 
PROFESSIONAL ACTIVITIES
Anxiety Management Group
During my third year placement, in a university counselling service, I was able to set 
up and run a cognitive behavioural anxiety management group with another member 
of the counselling service. The group was attended by undergraduate students who 
largely had concerns related to academic success, particularly exams. Due to exam 
timetables, we were restricted to four sessions, each lasting two hours. The group was 
largely didactic and took the form of presentations followed by group discussion. 
Homework assignments were set and formed part of the next week’s discussion. All 
participants completed questionnaires stating they had found the group helpful, and 
stated that their anxiety levels had reduced.
Presentation to Counselling Psychology Trainees and Academic Staff
As part of the training in Psychotherapeutic and Counselling Psychology at Surrey 
University, students attend workshops on qualitative research methodology. During 
the third year of my course, I presented my second year research, A discursive 
analysis ofparental constructions o f AD/HD, to first and second year trainees and 
academic staff from the psychology department. The main focus of the fifty minute 
presentation was the use of discourse analysis, incorporating a discussion of social 
constructionist epistemology. Questions were welcomed, and a lively discussion of 
the benefits, and potential difficulties, of utilising discourse analysis in research 
followed the presentation.
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A  REVIEW OF THE THREE YEAR TRAINING IN COUNSELLING PSYCHOLOGY  
DEMONSTRATING THE INTEGRATION OF RESEARCH AND THEORY INTO PRACTICE.
INTRODUCTION
Counselling psychology is a discipline based on a search for understanding and 
meaning, not just of clients’ ‘problems’, but also of the research and theory that 
inform us when working with clients. Rather than a blind adherence to and acceptance 
of other people’s research, or theory, counselling psychology can be seen as a 
postmodern psychology, in which we are encouraged to question, to look beyond ‘the 
findings’. All psychologists share a background of academic psychology, and, it is 
hoped, strive to ensure that their practice is evidence based, but one of the strengths 
that a training in counselling psychology adds to this is the attention that is paid to 
social and political factors (Woolfe & Strawbridge, 1996). Another is the requirement 
to attend personal therapy, which provides a vital arena in which to explore our own 
response to clients.
During the three year training in counselling psychology I have developed an 
intregrative way of working, combining aspects of all three of the major therapeutic 
approaches: i. humanistic (in which I include existential-phenomenological), 
ii. psychodynamic and iii. cognitive behavioural with academic psychology.
However, although psychological theories help make sense of client’s difficulties, 
therapy should be client not therapist led (Clarkson, 1998). Although aspects of one 
theory may potentially conflict with another, if they are viewed as narratives which 
may have something useful to contribute to therapeutic work, rather than being 
adhered to as ‘the truth’, clashes need not occur, I have found that taking this 
approach whilst ensuring that therapy is preceded by a thorough assessment, and that 
the focus remains on what is happening within the relationship (Clarkson, 1995), 
enables a comfortable integration of different models.
I hope to demonstrate the practical application of the views posited above with the use 
of material from my three placements; details of individual clients have been changed 
in order to protect anonymity. I have chosen to discuss each year separately, in 
chronological order, to illustrate the process that has lead to my present theoretical 
approach, and also to highlight some of the contextual difficulties that acted as
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particularly useful learning experiences. Issues such as the context in which therapy 
took place and the type of supervision are an integral part of the therapeutic process 
and will be discussed in this paper. Consideration will also be given to the importance 
of research to therapeutic practice.
FIRST YEAR
Placement
During the first year my client work was in split between a CMHT and a large 
primary care setting. Ethical issues were discussed between the multi-disciplinary 
team members in order to ensure that confidentiality was maintained. For example, no 
details from therapeutic sessions were recorded in the medical notes; this information 
was kept separately. Early in the placement clients’ initial assessments were carried 
out either jointly or by my supervisor, however after a couple of months I carried out 
my own assessments, which led to decisions about the most appropriate type of 
intervention and whether to refer clients on to other professionals.
Supervision
Whilst my practice was, and indeed has continued to be, under-pinned by the person- 
centred core components of empathy, genuineness and positive regard (Rogers, 1951), 
I was able during the first year to incorporate elements from other approaches with 
person-centred theory as appropriate. This was aided by integrative supervision from 
a clinical psychologist. Much was learned from observing his clinical practice as well 
as attending group meetings with other trainees. This, combined with my own 
previous experience and reading, particularly on cognitive behaviour therapy (e.g. 
Blackburn & Twaddle, 1996) and constructivist therapy (Fransella & Dalton, 1990), 
allowed me to start working integratively soon after commencing the placement, and 
to attempt to adapt to each client rather than trying to make clients fit into a particular 
therapeutic model.
Initially, I experienced some difficulty when being encouraged to ‘try out’ a new 
technique, a Kelly grid, before I felt comfortable with the theory behind it. My 
supervisor seemed to welcome being told openly of my fears and the relationship 
between us improved. It was agreed that more time and discussion would be given to
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new techniques, and a ‘training session’ with other trainees was established in 
addition to normal weekly supervision. This included discussion of appropriate 
research with trainees from other disciplines such as clinical psychology and 
psychiatry, which was beneficial both in terms of learning new techniques, and as an 
aid to working in multi-disciplinary teams. For example, a clinical psychology trainee 
discussed his experiences of running a group for people diagnosed as suffering from 
obsessive compulsive disorder (OCD), and presented a relevant research paper (van 
Oppen et al., 1995). This information proved useful in helping integrate a cognitive 
approach into later work with clients who had symptoms of OCD. This demonstrated 
how supervision and discussion groups can provide an important arena for integrating 
research and theory into practice for both trainees, and chartered psychologists.
Therapeutic work
Taking account of the therapeutic relationship was immediately informative when 
working with Mrs Z, aged 61, who had been diagnosed by my supervisor as suffering 
from agoraphobia and panic attacks. She continued to feel extremely frightened in a 
variety of situations despite the fact that she had been taking paroxatene for some 
months. In light of research indicating the limited success of antidepressant 
medication for such a diagnosis (Roth & Fonagy, 1996), it was felt that 
psychotherapeutic intervention would be beneficial. Despite her obvious anxiety 
about attending therapy, a working alliance formed quickly and she was then eager to 
take part in some ‘self-exposure’ which research indicated may be beneficial for this 
client (Al-Kubaisy et al., 1992). Initially, she found it extremely difficult to go out 
alone but, after the early sessions, she managed to come to the surgery alone and each 
week found it less difficult.
Mrs Z told me that she wished to have the opportunity to feel safe to explore why she 
felt so anxious. This seemed to be the most important aspect of the therapy and it 
seemed vital for her to be able to show her distress without fear of censure as she still 
felt abandoned by her biological mother who had given her up for adoption, and 
fearful of her adoptive mother. A predominantly person-centred approach (Rogers, 
1951) seemed to enable her to do this within a ‘reparative relationship’ (Clarkson,
1995), though care was taken to avoid over-dependence on the therapist (e.g. towards
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the end of therapy, sessions were reduced to fortnightly rather than weekly). 
Throughout therapy she sought guidance in her self-discovery, much like a child 
needing her questions answering in order to make sense of her world. After writing a 
forthright letter to her adoptive mother she was confused about the fact that she was 
initially anxious, then elated for a while, but this was followed by feeling very low 
and tired. Using the evolutionary ‘fight or flight’ model (Cannon) to explain the stress 
response seemed instantly to relax her. She had chronic fears that she may be 
suffering from a terminal illness. A realisation that she knew very little about her 
body’s ‘normal’ responses seemed to reduce these fears, and led to her divulging that 
her mother told her nothing about her body. She then realised that childhood fears 
were still present: she vividly remembered that when she started menstruating she was 
terrified that she would bleed to death.
Through the therapeutic process she seemed eager to learn about herself, and we 
talked about developmental stages (Erikson, 1963), and the difficulties encountered if 
the needs of children are not met throughout these stages. Her confidence seemed to 
grow through gaining an understanding that there were ‘reasons’ for her anxiety and 
lack of confidence. She seemed relieved to hear that people need to learn how to 
interact socially (Wilkinson, 1997) as she has always found it difficult to form 
relationships. The therapeutic relationship seemed to enable her to understand why 
her difficulties had arisen, and thus her anxiety reduced. She gradually became more 
assertive with her verbally abusive adult son, with her adoptive mother. I had planned 
to work cognitive behaviourly with Mrs Z, to question her ‘negative automatic 
thoughts’ (Beck, 1976), once the relationship was strong enough, however her 
progress seemed to indicate that the person-centred approach taken was appropriate. 
By the end of our 15 sessions she said she was able to be more assertive, and she had 
made enquiries about her biologicial parents through official channels despite her 
mother’s disapproval. She said she felt more confident and relaxed and her panic 
attacks had ceased. At the end of therapy she reported that she no longer suffered 
from panic attacks and her anxiety had reduced: at the beginning of therapy she had 
rated her anxiety as 80% ‘most of the time’, nearing 100% when out, but at the end 
she said she would rate it at 20%, rising to 40% when out alone which she felt was 
manageable. In addition to my evaluation of the outcome of therapy with Mrs Z,
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general practitioners, who had ongoing contact with this client, fed back information 
about her progress which served as an additional, informal, evaluation process.
Research: integration into practice
During this first year I was carrying out a literature review on attention deficit/ 
hyperactive disorder (AD/HD) and the conclusions I reached impacted on my 
therapeutic practice, particularly in relation to diagnosis and the dangers of applying 
labels too readily. Despite thousands of studies into ‘AD/HD’ there still seems to be 
no conclusive evidence of a ‘cause’, and there is increasing concern about whether 
diagnosis may be used as a form of social control (Parker et al., 1995). Reviewing the 
many research studies into this particular disorder increased my concerns about the 
lack of information in research papers. Vital information is often lacking such as: in 
what context is the research being carried out, what or whose interests it is serving, 
and what alternatives is it obscuring? (Stainton Rogers et al., 1995). Other concerns, 
such as the difficulty in measuring human behaviour for quantitative research, led to 
my increased interest in postmodern readings of this and other ‘mental disorders’.
Labels such as agoraphobia, whilst useful as a means of communication, particularly 
between professionals such as general practitioners and psychologists, can cloud the 
therapist’s need to understand the client’s specific difficulties. I realised that my plan 
to work in a predominantly cognitive behavioural model with the above client, Mrs Z, 
was a response to research indicating that this was the best ‘type’ of therapy for 
agoraphobia combined with panic attacks (Roth & Fonagy, 1996). However, her clear 
desire was to understand her fears, and to be able to tell someone her story in order to 
experience a shared understanding previously denied her throughout her life.
Allovring her to do this, helping her make sense of her difficulties and reflecting back 
her distress from a person-centred stance was perhaps more useful than trying to ‘do’ 
something to relieve the symptoms.
YEAR TWO
Placement and Supervision
In the second year I was working in the psychotherapy department of a community 
mental health unit. In the early weeks the working alliance with clients did not form
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as quickly as it seemed to have done in my first placement. Due largely to the 
transition to a psychodynamic approach, I felt concerned that the requirement to work 
within this framework may involve imposing a theoretical approach on clients, thus 
reducing the possibility of allowing the client to lead the therapy. Through group 
supervision I was able to relax into feeling safer to conceptualise clients’ problems 
psychodynamically, whilst remaining authentic and allowing my ‘real’ self to emerge. 
I believe this is vital in any therapeutic encounter.
An initial assessment had been carried out, often up to a year prior to therapy. It was 
important to carry out my own detailed assessment to ensure that the client’s needs 
were addressed. The clients in this placement were seen for time-limited 
psychodynamic therapy, working with a central focus, which requires a more 
interactive approach than a long-term psychodynamic therapy. This, combined with 
the fact that my supervisor worked integratively within psychodynamic theory, 
enabled some flexibility with clients, which I found enabled the development of an 
effective therapeutic style. At times it was possible to integrate psychological theory 
such as the effect o f ‘body language’ (Argyle, 1983) when noting defence 
mechanisms. There were occasions however in this placement when I struggled with 
not being able to utilise cognitive behavioural strategies where it seemed helpful (this 
will be elaborated in the following client discussion).
Therapeutic work
I have chosen two clients for discussion who seemed to benefit from a 
psychodynamic approach. I have, however, highlighted occasions when situations 
arose within these relationships, which promoted a need to question whether aspects 
of this approach could potentially be problematic.
Ms C was diagnosed at assessment as suffering from depression. When I saw her for 
brief therapy after a twelve month wait, she no longer seemed to be suffering from the 
symptoms of depression but was concerned about her distress related to experiencing 
and expressing anger, and about not feeling valued. Having to wait a year for therapy 
is likely to have added to these feelings and this issue was addressed in the initial 
sessions. In the first few sessions she showed a considerable amount of distress and I
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encouraged her to explore this in order to try to understand the fear behind her tears. 
There was evidence of a transference relationship (Clarkson, 1995) where it seemed 
possible that she related to me as her mother, and at one point I responded in the 
countertransference as a somewhat critical parent, which was important to notice and 
reflect upon. For example, when she repeatedly apologised I said that she did not need 
to do so. She may have perceived this as a criticism, as she apologised again for 
apologising. Early in the therapy, while we were still building a therapeutic 
relationship, I offered more interpretations than in the second half of therapy when 
trust had been built.
In session three she tearfully described at length how inconsiderate her neighbours 
were, and moved on to talk about her mother’s lack of understanding. Her narratives 
focused around this theme, which I addressed by asking if she felt understood by me. 
She also talked about feeling “invaded”, which may have been linked to the use of a 
tape recorder which is an issue I failed to explore at the time. During the third session, 
when the working alliance was strengthening, Ms C talked of her fear of neighbours 
getting out of control and urinating in the street. This theme continued throughout 
therapy, and it became clear in later sessions that Ms C was easily startled and 
obsessively avoided situations where someone might be sick or urinate in public.
After many sessions she linked this fear to her brother’s behaviour in childhood. He 
had repeatedly terrified her by threatening to smear her with excrement and on several 
occasions she discovered his vomit hidden in the house. She later also linked her fears 
to the behaviour of an ex-boyfriend who had initially seemed ‘lovely’ but who she 
later discovered had vomited in her bedroom. It was not until session 18 that she was 
able to relate the full horror of the relationship with him. He had also attacked her 
with a knife and threatened to kill her, but his mother responded by blaming her for 
upsetting him. This left her feeling confused about her part in her own attack and 
unable to talk to anyone about it. It was not until she felt extremely secure within our 
relationship that she was able to disclose this secret due largely to the guilt and 
confusion she still experienced. It seemed that her fears and her ‘startle response’ 
were linked to this incident, as these symptoms were not present prior to the attack. In 
light of this, her nightmares, intrusive thoughts, and her terror that she may be “going 
mad”, I felt it would be helpful to explain that many people suffer similar symptoms
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after a life-threatening event in order to allay her fears and help her make sense of 
them.
In this case I believed the use of a diagnostic Tabel’, post traumatic stress disorder, 
may be useful in helping relieve her of her fear she may be ‘going mad’. It was felt in 
supervision that I was ‘hooked into’ a ‘projective identification’ which was why, it 
was suggested, I wanted to step out of role (i.e. as a psychodymanic therapist). We 
then discussed papers on projective identification (e.g. Ogden, 1979). I was able to 
explore my concerns about whether I was taking too much responsibility for this 
client in personal therapy. However, whilst consideration of defence mechanisms was 
useful and offered one way of viewing this client’s difficulties, I continued to feel 
strongly that this client was seeking information which would be beneficial to her and 
that this should be taken seriously. This highlighted a difficulty with working in a 
purely psychodynamic model as in this case the client would perhaps have benefited 
from a more interactive approach, particularly as she was eager to “do something 
constructive”. I believed integrating cognitive behaviour therapy would have been 
helpful in light of her wishes. Recent literature has indicated that CBT can be a 
helpful approach with clients suffering from the symptoms of PTSD (Ehlers & Clark, 
1999).
Despite my supervisor’s initial reluctance, it was agreed that I would inform the client 
about symptoms that are commonly experienced after a traumatic event, rather than 
continuing to allow her to ‘stay with her anxiety’, which I felt could potentially be 
destructive rather than therapeutic. She seemed relieved of a huge burden and 
progress was noticeable after this, the relationship between us moved to incorporate 
elements of a ‘real’ relationship (Clarkson, 1995) in which she seemed more relaxed, 
and was able to share a joke about the picture on the wall which she said looked as if 
it had been vomited on. At her review, which was carried out by my supervisor three 
months after therapy ended, she gave a very positive evaluation of the therapy and 
reported that she continued to feel less anxious and self-critical. It was suggested that 
she attend group cognitive behaviour therapy to continue the work she had started 
which she readily accepted.
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Despite some difficulties encountered whilst working psychodynamically, this 
placement, combined with a psychodynamic personal therapy, provided many 
tremendously important learning experiences. I learned to feel more at ease with 
silence, and the strict adherence to boundaries helped me pay more attention to 
boundary issues. However it can seem punitive to be too rigid, and I believe each case 
should be considered individually rather than applying strict rules without exception, 
as will be demonstrated with the following client.
After attending therapy for 26 weeks Mrs N, who had presented with overwhelming 
feelings of anger, asked if we could make her final appointment fifteen minutes earlier 
as she had received notification of a vital hospital appointment for her daughter. 
Departmental guidelines stipulated that changes in appointment time were not 
permissible and as this client was not able to change the hospital appointment for her 
daughter, she had to miss some of her last session. We addressed her feelings about 
my inflexibility and what this meant to her. She said throughout her life she felt that 
no one had been available to attend to her needs, and now that she is a mother herself 
and attending to the needs of her own children, she feels ‘neglected’ once again. 
Whilst this incident provided an additional chance to explore her feelings of 
abandonment, I felt at the time that it was unfortunate not to be able to accommodate 
her request for an earlier start time.
For the first half of therapy Mrs N rapidly presented huge amounts of information and 
I felt shut out, and at times finstrated. A sudden switch occurred when I commented 
that her flow of information seemed to come “fi-om her head, not her heart”, using 
words that had particular meaning to her. At this point she broke into sobs and said 
that no one had ever attempted to understand what it was like for her. This signalled a 
change, both in her ability to show her buried feelings, and in her ability for inner 
reflection. Both had previously been extremely difficult for her. However, it was not 
until the end of the last session that she was able to share a long buried secret with 
me; she felt responsible for the suicide of a friend. It seemed important to let her 
know I was glad she was able to tell me about this, and that it must have been a heavy 
burden to carry alone all these years. She seemed relieved and calm when she left. It
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appeared she had been leading up to this disclosure and this perhaps was why she was 
particularly eager to have her frill time for this last session.
Research: integration into practice
Whilst working in this placement, links to my research into parent constructions of 
AD/HD, proved useful. I utilised a social constructionist epistemology and the 
research highlighted the problems that the parents of a child diagnosed as having 
AD/HD, and perhaps all parents, face when their children do not conform to societal 
expectations. Whilst I would not say I adhered to a totally social constructionist stance 
in therapy, keeping the sociopolitical implications of diagnostic criteria in mind seems 
crucial when working with clients to avoid blaming, and laying too much 
responsibility at the door of the ‘individual’. My research highlighted the danger of 
adhering to the artificial divide between ‘the individual’ and ‘society’ and helped me 
to consider ‘external’ influences on client’s difficulties. For example, the fact that the 
client above, Mrs N, had struggled as a single mother with a very low income for 
many years had been important to acknowledge as a reality, rather than as something 
only to be interpreted as symbolic of inner unconscious processes, and was a relevant 
factor in her feelings of anger and injustice.
YEAR THREE
Placement/Supervision
A cognitive behavioural placement at a university counselling service provided a 
range of new opportunities. The setting required much greater flexibility in many 
ways. Supervision was provided by a psychologist, chartered both in clinical and 
counselling psychology, who encouraged an integrative approach incorporating 
research aspects into practice. There was no restriction on the number of sessions, 
though this service did not offer long-term intervention. I carried out my own 
assessments throughout this placement and due to the emphasis on the cognitive 
behavioural approach these were somewhat more directive than assessments at 
previous placements.
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Therapeutic work
Once a good working alliance had formed, some clients presenting with a specific 
symptom which they wished to focus on in therapy seemed to benefit from fairly 
structured, task-orientated cogmtive behavioural approach. For the majority of clients, 
however, it seemed that an integration of theoretical models was more beneficial. This 
was true of Ms S, a 35 year old postgraduate student who presented with low mood, 
self loathing and feelings of isolation due, she believed, to the fact she has not been in 
a long-term relationship for several years.
Although initially some behavioural tasks helped Ms S break a negative cycle of 
lethargy (Beck, 1976), it soon became clear that a directive task setting approach 
would compound her tendency to avoid distressing emotions. It became apparent that 
a holding environment was required to enable her to move out of what we realised 
was an ‘abnormal grief reaction’ (Worden, 1991). In the first half of therapy Ms S 
avoided experiencing negative emotions and often presented smiling and laughing. 
Trying to bracket my thoughts about CBT being effective for helping low selfesteem 
(Wills & Sanders, 1997), and focusing more on the relationship, perhaps helped Ms S 
to tell me openly in the ninth session that she fought to control her emotions in the 
sessions. This led to an exploration of her fear behind showing emotion to others, she 
feared that they would be angry with her, and ultimately reject her.
We were then able to explore the meaning she ascribed to her negative emotions and 
her tendency to split off parts of herself. After some discussion about this, I suggested 
that difficult, powerful, emotions seemed to lead to a belief that she was a different 
person, to which she responded very positively. She then switched to talking about 
her changed mood, which seemed to indicate a change, a move towards accepting 
difficult emotions as part of her. In later sessions Ms S was able to show me her 
distress, and anger, which we were then able to explore, and she was able to 
experience a relationship in which these emotions were accepted, indeed welcomed 
which signalled a shift towards her emotional processing of past distress. I was aware 
however that my own anxiety about moving to a new placement, and a new ‘model’ 
was leading to a tendency to do too much. I discussed this in supervision and in later
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sessions I took more of a ‘back seat’ and allowed her more of the space she needed to 
explore feelings of abandonment and rejection.
Taking an existential stance (Spinelli, 1994) helped me not to place my own 
judgement on the significance of different issues. Ms S’ distress about giving a friend 
a treasured possession as a young child and then losing her fiiendship was not 
assumed to be less important that her grandmother’s death as both narratives led to 
equally powerful displays of sorrow. We were able to use these moments to explore 
with her the possibility of not knowing, of living with uncertainty. There were 
elements of a transpersonal relationship (Clarkson, 1995) evident in the relationship 
with Ms S, particularly in the latter part of the therapy. In one session I experienced a 
powerful inexplicable dizzy spell and felt momentarily disorientated and queasy. I 
apologised for my momentary loss of concentration and due to the real relationship 
(Clarkson, 1995) between us explained exactly what I had experienced. She became 
very still and was visibly shocked, and stated that she had been experiencing 
“identical sensations” during the past week. This further strengthened the relationship 
with Ms S. She then seemed able to experience more powerful emotions in the 
sessions, which helped her realise that past feelings of rejection were repeatedly being 
relived in the present. She was thus able to move forward, separating the past from the 
present. Despite her fear about the end of our relationship, at the end of the therapy 
she reported feeling less self-critical and that her relationships with others had 
improved. She also said she felt more comfortable about being alone and was looking 
forward to a holiday on her own for the first time.
Research: integration into practice
Whilst being interested in postmodern philosophy, whereby one is encouraged to 
question taken for granted discourses such as the entire concept of ‘mental disorder’, I 
was able during this placement to venture into a different field of research and to 
reflect upon the positivist scientific research process. My third year research 
considered the outcome of brief therapy for depression (CBT) as measured by the 
Beck Depression Inventory, whilst considering the possible physiological benefits of 
therapeutic intervention, in this case enhanced immune function. Psycho­
neuroimmunology has advanced understanding of the damaging effects of ‘stress’ or
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negative mood on immune response (e.g. Evans et al., 1994). Continuing with this 
line of research enabled me to consider an alternative view to the concept of somatic 
illness by looking at the physiological ‘mechanisms’, rather than the unconscious 
processes of psychodynamic theory. It was also interesting to consider the fact that 
many potential participants who were suffering from the symptoms of depression had 
to be exempted from the research due to inclusion criteria not being met which 
suggests that much quantitative research excludes many of the clients who would 
normally present for therapy. This helped me to feel comfortable about taking an 
integrative approach with clients suffering from ‘disorders’ that are commonly treated 
with a pure form of CBT. I am wary of relying totally on research, as it does no more 
than inform about the effectiveness of a particular approach with individuals who 
demonstrate some similarity in symptoms to some clients, but does not, I believe, 
remove my responsibility to work with the individual not the disorder.
CONCLUSION
The above case material has I hope demonstrated that “it is possible to integrate 
different psychotherapies at a theoretical level in terms of processes of meaning 
transformation” (Power & Brewin, 1997: 01). I believe it is possible to help clients 
access their own meaning at both cognitive and emotional levels utilising different 
aspects of a variety of theoretical models. It is estimated that there are in excess of 
450 models (Richardson, 1997) with little evidence of the superiority of one above 
another. This perhaps confirms the view that the crucial factor in psychological 
therapy is forming a strong therapeutic relationship within which the client is 
encouraged to explore, and make sense of, their difficulties from a perspective that 
has meaning for them.
As a thoughtful practitioner I plan to continue to take an informed view of relevant 
research and to take part in my own studies. In addition, whether involved in formal 
research projects or not, I will continue to monitor my practice on an ongoing basis 
particularly my own responses to clients, and to leam from clients who I see as the 
most informative ‘teachers’ of all. During the course, my means of evaluating therapy 
has varied depending largely upon placement requirements and the main therapeutic
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approach taken. In the future I intend to utilise individually created questionnaires 
tailored to each client (e.g. Shapiro, 1961) as I believe they offer an informative 
means of demonstrating whether the client feels their needs have been met, and to 
combine this method of evaluation with whichever method the work setting requires.
I now feel comfortable in using an existential philosophical stance when working with 
clients whilst maintaining the core humanistic components of empathy, genuineness 
and positive regard. This enables me to integrate different therapeutic models using 
the therapeutic relationship as a guide. This is something I intend to continue to do 
through the use of what Casement (1990) terms, my ‘internal supervisor’, ongoing 
supervision and, from time to time, personal therapy. Polkinghome (1992) suggests 
that the use of models or interventions which experienced practitioners have found to 
work in the clinical setting leads to the development of a useful body of knowledge. 
Whilst agreeing with this view, I believe this, plus continuous reflection, is perhaps 
the most valuable form of ongoing ‘research’ and will accelerate my progress in terms 
of efficiency and effectiveness
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier consists of a literature review and two pieces of research. The 
literature review looks at recent research into childhood attention deficit/hyperactive 
disorder (AD/HD), with a particular focus on intervention strategies and parenting 
styles, and concludes with an alternative view of AD/HD.
The second year research is a discourse analytic study into parental responses to their 
childs’ AD/HD diagnosis. Psychology’s sociopolitical stance in the creation and 
maintenance of this ‘disorder’ is considered, utilising a social constructionist 
epistemology.
In the third year, a study into the effects of cogmtive behaviour therapy on the mood 
and unmune function of clients experiencing depression was carried out in order to 
allow a critical reflection of the positivist research process.
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C o u n s e l l i n g  P s y c h o l o g y  a n d  C h i ld h o o d  AD/HD: W h e r e  a r e  w e  n o w ?
A REVIEW OF THE RECENT LITERATURE ON INTERVENTION STUDIES AND PARENTING 
STYLES, CONCLUDING WITH A N  ALTERNATIVE VIEW OF AD/HD
ABSTRACT
In 1996 the BPS produced a report to present the views of a working party which 
reviewed the extensive literature on childhood attention deficit/hyperactive disorder 
(AD/HD) from an applied psychology perspective. The present review looks at some 
of the literature produced since the BPS report in order to consider possible 
intervention strategies. A range of different treatment approaches are viewed from a 
counselling psychology perspective, and the condition is seen as a problem which 
involves the whole family rather than just the child. Many studies seem to support this 
view and in the main suggest that parental involvement is a vital part of treatment, 
however there does not seem to be strong evidence to indicate that any one strategy is 
more effective than another. AD/HD is not ‘cured’ by any of the interventions 
reviewed but the symptoms are reduced. In light of the lack of evidence supporting 
AD/HD as a ‘psychiatric disorder’ and in line with counselling psychology’s 
postmodern stance, an alternative view is considered in which AD/HD is seen as a 
social construction; a mean of social control.
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INTRODUCTION
Attention Deficit/Hyperactive Disorder is the most commonly diagnosed, widely 
researched and controversial disorder of childhood both here and in the USA 
(Barclay, 1990). Whilst estimates of prevalence in the USA range from 2% to 10%, 
in the UK it is thought to be about 0.5% to 1% of the child population (Taylor and 
Hemsley, 1995). Between 1990 and 1997 over 2,460 articles related to attention 
deficit/hyperactive disorder (AD/HD) were listed in Medline and Psychlit (Tannock, 
1998). Despite the fact the vast number of studies into AD/HD there is still little 
agreement about its aetiology, or treatment. Diagnosis of AD/HD is ambiguous; there 
is no ‘test’ for AD/HD and its existence is decided purely on clinical diagnosis 
(AACAP, 1997). Whilst many see AD/HD as a mental disorder, some see it as a 
convenient label, a construction created to enable our society to control ‘difficult’ 
children (Maras et al., 1997). Which ever view one takes, it is difficult to argue with 
the fact that these children’s lives, and the lives of their parents, are fraught with 
difficulty if they do not receive some kind of effective intervention.
In an attempt to review the research the BPS assembled a working party in 1996 
to clarify the topic of ADHD. The findings were presented in the form of a report 
entitled ADHD: A Psychological Response to an Evolving Concept. The BPS report, 
and this review, focuses on childhood AD/HD due to the increasing number of 
children diagnosed as having AD/HD and to concerns about the number of young 
children being prescribed stimulant medication. It is however recognised that the 
problems can, and often do, persist into adult life. Children with AD/HD, it is 
suggested, primarily have a problem that is not “intellectual nor emotional and is not 
the result of defiance, but who nevertheless behave in a way that does not meet the 
demands made on them by their family and school” (BPS, 1996, p i3). It is noted in 
the report that a ‘chance’ discovery’ in 1937 by Bradley that the psycho-stimulant 
amphetamine could reduce behavioural problems and hyperactivity led to a belief in a 
biological basis of ‘hyperactivity’. Despite the fact that we now know that all children 
exhibit changes in behaviour when given amphetamines, parents are often ‘sold’ 
amphetamine treatment on the basis of Bradley’s erroneous findings (Rapport et al., 
1978).
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À succinct definition of AD/HD suggests it consists of “behaviour which appears 
inattentive, impulsive and overactive to an extent that is unwarranted for their 
developmental age and is a significant hindrance to their social and educational 
success.” (BPS, 1996, pl3). The DSMIV (APA, 1994) definition of AD/HD includes 
more stringent criteria than the previous DSM III(R) definition. The inclusion of the 
requirement that impairment from the symptoms is present in two or more settings, 
and that there must be clear evidence of elinically significant impairment in social or 
academic fimctioning, has resulted in a more narrowly defined category than that of 
previous diagnostic criteria. (For the full DSM III(R) and DSM IV definitions (APA, 
1994), see appendix I & II). Whilst AD/HD is not seen as a “mental disorder” by the 
BPS due to conflicting psychological, biological, and cultural explanations of the 
concept, the DSM IV classification is now widely used in the UK. One reason for the 
use of diagnostic criteria, despite grooving concerns about seeing AD/HD as a 
psychiatric disorder, is that pharmacological intervention, which is becoming 
increasingly popular, requires diagnostic criteria. The BPS working party 
recommend that DSM IV is used as diagnostic criteria in research studies as it is the 
most widely utilised classification system, and therefore allows generalisability 
between studies. It is seen as offering a more stringent selective and robust definition 
than the older definitions and it is expected that prevalence rates will decrease as a 
result.
The aim of this paper is to add to the BPS review by presenting a view of AD/HD 
fi-om a counselling psychology perspective, particularly in light of the fact that this 
division of the BPS was not represented in the working party. Issues such as co­
morbidity with other disorders, e.g. conduct disorder, oppositional defiant disorder 
and depression, are recognised as having significance but vrill not be discussed here 
due to time and space limitations and as Tannock (1998) notes, the vast quantities of 
research being published prevent a comprehensive review of all aspects of AD/HD. 
This review, which mainly covers research published since the 1996 report, does not 
aim to comment upon or follow up all the issues raised but focuses on those that it is 
felt are particularly relevant to counselling psychology. When reviewing the literature, 
the concerns raised in relation to research into AD/HD in the BPS report, such as the
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lack of studies undertaken in naturalistic settings and the inclusion of a heterogeneous 
population of children due to loosely described criteria and changing definitions will 
be addressed. The additional concerns that counselling psychology may have in 
relation to this research will also be considered. Interventions such as behaviour 
modification, cognitive behavioural techniques, family therapy and ‘multimodal’ 
treahnent will be considered, and social skills training will be included under several 
of these headings. The use of medication will be considered first due to the fact that a 
large number of children are prescribed drugs which are used either in place of, or in 
combination with, ‘psychosocial’ treatment. The review will conclude with a 
discussion of a suggested view on counselling psychology’s position on AD/HD.
INTERVENTION STUDIES 
Pharmacotherapy
The BPS report supports the view that whilst psychostimulant medication cannot be 
seen as a cure for AD/HD, in many cases it enables sufferers to benefit from other 
means of support supplied by teachers, parents and psychologists and other health and 
education professionals. (This perhaps resembles the use of antidepressants in 
conjunction with psychotherapy in the treatment of depression (Roth & Fonagy,
1996)). This type of intervention for AD/HD is probably the most widely researched, 
attracting 30% of the combined Psychlit and Medline database on AD/HD between 
1990-1997 (Tannock, 1998). Research into pschotherapeutic intervention accounts 
for only half this amount (15%) which is a cause for concern as it is widely accepted 
that pharmacotherapy is a not a sufficient intervention when used in isolation (Taylor 
and Hemsley, 1995). Indeed, long term benefits of stimulant medication have not 
been verified by research (Swanson et al., 1993). It is important that counselling 
psychologists are aware of research on intervention studies such that 
they are able to work in conjunction with other professionals, such as paediatricians 
and psychiatrists, to provide the most appropriate intervention strategy after thorough 
assessment.
The most significant results in drug therapy, and widest use, has been reported with 
psychostimulants, notably methylphenidate (brand name, Ritalin) (Goldstein, 1998a).
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The BPS report states that 2% of school children in the USA are prescribed 
stimulants, mainly for AD/HD. However, a report in the British Medical Journal in 
1996 suggests that the UN estimated that a worryingly high figure of 10-12% of all 
American boys aged between 6 and 14 years were taking Ritalin (Roberts, 1996). It is 
also noted in this report that a study in 1994 found that 50% of the ‘AD/HD children’ 
diagnosed by paediatricians had not undergone educational or psychological testing 
(Roberts, 1996). Clearly, thorough assessments are required before any treatment 
plan is reached such that this does not become the situation in the UK. A recent study 
by Schachar et al. (1997) on behavioural, situational and temporal effects found that 
two daily doses of methylphenidate improved behaviour at school, but concluded that 
a further dose combined with other treatments would perhaps lead to improvement at 
home. It is important to note that the benefits to teachers, parents and “others 
involved” of medicating children are highlighted in the BPS report (1996), rather than 
the benefits to the child prescribed the medication. This will be discussed further later.
Although there is wide coverage of the use of methylphenidate (Ritalin) many people 
are unaware of the use of a range of other powerful drugs in the control o f the 
symptoms of AD/HD. Due to the short period of action of stimulants such as 
methylphenidate and possible side effects such as insomnia, irritability, anorexia and 
tics, other alternatives are being sought. Tricyclic antidepressants have had some 
apparently positive results, particularly with those with comorbid disorders and 
recently a trial on the effects of the anxioljlic, Buspirone, has been carried out with a 
view to aiding those who do not respond well to the alternatives (Malhotra et al,
1998). Whilst Buspirone was found to reduce the symptoms of AD/HD significantly, 
the limitations of the study such as lack of control group and small sample size should 
prevent findings firom being widely applicable.
A more robust study (Swanson et al., 1998) examined the effect of a mixture of 
amphetamines, Adderall, in children with a DSM IV confirmed diagnosis of AD/HD. 
Although the study incorporated a large number of subjects, double blind evaluation 
and inclusion of placebo-controlled cross-over conditions, it failed to follow the 
suggestions in the BPS report that more studies need to be carried out in naturalistic 
settings. The study concluded that Adderall was effective in reducing symptoms of
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AD/HD in an experimental classroom situation and that the difference in time course 
effects may indicate that it may be a useful addition to the current list of medication 
available for AD/HD. It may be worth noting here however that the drug company 
who manufacture Adderall were funding the research.
A study by Buitelaar et al. (1996) comparing methylphenidate with an anxiolytic beta- 
blocker. Pindolol, concluded Pindolol also was effective in reducing AD/HD 
symptoms, but found that Pindolol produced more side effects. This was a controlled 
study which adhered to a fairly robust methodology with a large sample size, but 
unfortunately it used the now outdated DSM III for diagnosis, therefore the findings 
are not readily comparable to studies utilising DSM IV. A greater concern than the 
methodological shortfalls of this study is the fact that a drug with even more side 
effects than methylphenidate is being promoted for controlling the symptoms of 
AD/HD. There are now a range of toxic chemicals being tried out on children who, 
fundamentally cannot, or will not, conform to the expectations of the social world 
they inhabit. None of the ‘symptoms’ of AD/HD however relate to how a child feels, 
merely to how they behave.
In addition to these concerns, a practical issue that has been raised in relation to any 
of the above pharmacological interventions is that of medication management. In a 
qualitative study, parental perceptions of Ritalin, which had been prescribed for their 
‘ADHD’ child, were addressed. It was found that the majority of parents felt that they 
had little support other than the medication which they viewed as being of some 
benefit though felt was not sufficient in isolation (Wright, 1997). Parents were 
largely responsible for managing the drug dosage, and no standard monitoring 
practices were in place. The issues raised in this paper that are of particular interest 
are: 1) parental confusion about the length of time the child would be taking Ritalin, 
and the lack of research in this area and 2) concerns about parents having to make 
decisions about the timing and dosage. Whilst it is by no means conclusive, the BPS 
report (1996) suggests that there is some evidence to support the possibility of a 
genetic link in AD/HD and it is suggested that a genetic component may explain why 
many parents are also sufferers themselves. Jerome (1997) comments that parents 
displaying the behaviour associated with AD/HD may struggle with administering the
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correct dosage of medication for their child. However, perhaps a greater cause for 
concern, whether the parent is viewed as ‘suffering from AD/HD’ or not, is the fact 
that parents are being given responsibility for monitoring dosage rather than the 
professional who prescribed the medication.
Psychosocial Interventions
The BPS report states: “In our view, medication, although important, plays a 
facilitative rather than a primary role in long-term intervention” (BPS, p.46). Other, 
psychosocial, types of intervention need to be provided in addition to medication. 
Concerns have been raised about the heterogeneous population of previous 
psychosocial studies due to changing definitions of AD/HD, the loose description of 
criteria and the ongoing discussion related to the sub-categories of AD/HD (there will 
not be time to discuss this issue here, for more detail see Faraone et al, 1998).
Caution is suggested in attempting to translate the findings of laboratory or clinical 
studies to naturalistic contexts. These and other concerns will be considered in the 
following review of recent publications on psychosocial interventions. For 
convenience the interventions will be under specific headings. However as there is 
often overlap between the different types of intervention, and they are not seen as 
mutually exclusive.
A report produced by the American Academy of Child and Adolescent Psychiatry 
(AACAP, 1997) on Practice Parameters for the Assessment and Treatment of AD/HD 
provides a comprehensive and thorough review of books and journals from 1985 to 
1996. The AACAP report was published a year after the BPS report and whilst it 
covers literature from largely the same period it is worth discussing in the present 
context as it is a thorough and extensive report. The comments on alternatives to 
medication in particular will be considered here. The report states that whilst 
medication can be helpful in alleviating some of the distressing symptoms of AD/HD, 
it cannot target all symptoms, and the same is true of other forms of treatment. They 
therefore suggest that care be taken to target the symptoms that cause the most 
impairment for treatment as it may not be realistic to expect all symptoms to be 
improved with intervention. Decisions as to what are the most debilitating symptoms 
are considered from several perspectives, i.e. educational, medical and social. The
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AACAP, like the BPS, recognises that medication should not be used instead of other 
“environmental accommodations” but in conjunction with them (AACAP, 1997, 
p.91). Whilst other forms of treatment are often seen as more difficult to maintain, 
many prefer alternatives such as behavioural modification which will be discussed in 
the next section. The recent publicity in the form of TV ‘chaf shows, newspaper and 
magazine articles decrying the use of medication may have increased parental 
concerns about the use of drugs in the management of AD/HD.
In a paper presented at the European Conference on AD/HD, Goldstein (1998b) listed 
the four areas that he felt should be considered in treatment:
1. Parent training
2. Appropriate educational programs
3. Individual and family counselling when needed to reduce family problems
4. Medication (when required) (Goldstein, 1998b)
It is interesting to note that parent training is at the top of his list. Counselling 
psychology can play an active role in ensuring that this and individual and family 
therapy are available, and can work to support other professionals as part of multi­
disciplinary teams. (Educational interventions are beyond the scope of this review 
although it is recognised that they play a vital role in the effective management of 
AD/HD).
The ‘psychosocial’ interventions considered below are those that are considered to be 
the most relevant to the practice of counselling psychology. Firstly, assessment will 
briefly be considered, then the different types of intervention will be presented in a 
sequence which it is felt reflects changing trends over time commencing with 
behaviour therapy, and culminating with issues related to parental influence which 
seems to have undergone a revival of interest recently.
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Functional Assessment
Whilst it is not possible to look at assessment of AD/HD in detail in this review, 
‘fimctional assessment’ will be considered briefly. Cooper et al. (1993) noted that 
individualised functional assessment could be a useful aid in tailoring treatment to 
each individual child. This is also the consensus of the BPS working party, who state 
that “it is the assessment of the reasons that maintain particular behaviours that 
determines the course of action that seems most appropriate in the individual case”. 
Functional assessment is defined as the utilisation of multiple assessment strategies in 
order to outline specific preceding and subsequent events that induce and/or sustain a 
particular behaviour (DuPaul & Ervin, 1996). The problem behaviour first needs to 
be defined and then a “descriptive analysis” is carried out in relation to “symptomatic 
behaviours”. This is achieved through interviews with significant others from the 
child’s life such as parents and teachers, and also through direct observation. Events 
are then manipulated in order to test the findings from the first stage. For example, a 
teacher may ignore the child in order to establish whether the function of the 
behaviour is to gain attention. This enables appropriate behavioral interventions to be 
devised, based on individual needs, in order to teach alternative ways to gain the 
desired reinforcement. DuPaul and Ervin (1996) cite a study by Umbreit (1995) 
which resulted in the teacher rating the functional assessment intervention as more 
successful than the prior treatment involving strategies such as token reinforcement. 
The success of this approach perhaps lies in its focus on individual needs rather than 
taking the more traditional operant conditioning approach, and in its refiisal to rely on 
the belief that ‘one strategy fits all’. Functional assessment, despite being time- 
consuming, could be time and cost effective in the long-term and overlaps 
considerably with the detailed assessment that would be carried routinely by 
counselling psychologists.
Seeking the function of the unacceptable behaviour enables a replacement to be 
sought that is more acceptable to both the child and those around him/her. Diagnosis 
of AD/HD alone is not enough to structure a plan for intervention, but functional 
assessment could lead to the development of effective strategies on some if not all 
levels (DuPaul et al., 1997). It seems to be widely accepted that behavioural
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techniques need to be utilised on an on-going basis, and in all settings, not only at 
school, to achieve the best results. Harding et al. (1994) found that treatment 
strategies developed as a result of functional assessment led to improved behaviour at 
six month follow-up. It should be noted that this is a small study that only looked at 
the four to six year old age group therefore findings may not be widely applicable.
An article on functional assessment of AD/HD and related behaviours (DuPaul and 
Evrin, 1996) points out that there are not clear guidelines to indicate the appropriate 
treatment strategies for AD/HD symptoms, and functional assessment is proposed as a 
useful tool to provide these guidelines.
Behaviour Modification
The position on behavioural strategies in the BPS report is as follows: “The studies 
included in the review are largely in support of behavioural strategies. However, the 
evidence focuses mainly on the effects of consequences through positive 
reinforcement, response cost and behaviour reduction training.” It is noted that there 
is less research on antecedents such as environmental stimulation, teaching methods, 
self-instruction and notably, on interpersonal relationships. Counselling psychology 
with its emphasis on the importance of relationships and its wide range of qualitative 
research techmques may be able to rectify this situation and promote research into the 
child’s immediate environment.
A large controlled study considered the effects of social skills training on children 
with AD/HD and concluded that a combination of social skills training combined with 
collateral training for the parents and stimulant medication offered the best help 
(Frankel et al., 1997). Cantwell (1997) in an introduction to a special section on 
ADHD noted that “improved results with the addition of parental involvement 
suggest that the family environmental domain may prove to be a fruitful area of 
research”. Although there is little evidence that the core symptoms of AD/HD are 
related to family environmental factors, family factors may be related to difficulty in 
peer relationships, aggressive behavior, social withdrawal, and other associated 
symptoms (Cantwell, 1997, p. 1034).
• 1
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The AACAP (1997) report concludes that whilst behavioural techniques such as 
‘token economy points’ and ‘time out’ strategies are effective in the short-term in 
specific settings, there is little evidence of long-term improvement, and the effects are 
often not easy to generalise to settings other than those in which training occurred. 
This seems to be consistent with other findings and it would therefore seem prudent to 
make attempts to ensure that these techniques are utilised in all relevant settings rather 
than being restricted to one. Co-operation between home and school, between 
professionals such as teachers, educational and counselling psychologists, can help 
bring this about. Behavioural techniques, such as those already mentioned plus 
positive recognition have been found to be fairly successful in a school setting 
particularly with the support of a contingency programme (AACAP, 1997). Despite 
the limitations of a behavioural approach such as those listed above, and the rather 
short-term effects, research suggests the strategies can be helpful if utilised on an on­
going basis, and in both home and school environments. Children exhibiting the 
behaviour associated with AD/HD need regular ‘rewards’ to keep them motivated, but 
it is suggested that this should not preclude a search to understand the function of the 
behaviour (DuPaul et al., 1997).
An interesting “clinical vignette” describing a year long group treatment, combining 
behaviour therapy with psychodynamic principles, indicates that this may offer an 
alternative approach when working with school-age boys diagnosed as having 
AD/HD (Lock, 1996). It is not presented as a treatment or outcome study but rather 
as a suggestion for an alternative way of working. The group leaders encouraged five 
boys to work as a team and to communicate, not only through words, but also through 
play and body language in order to make connections between words and behaviour. 
Games were used to teach respect of rules and co-operation as well as giving a 
structure to support the process of learning ‘social cues’. Gradually the boys learned 
about more personal and emotional interventions, which enabled them to understand 
and control their feelings more effectively. Parents were involved on a “family night” 
and created a support group that seemed to add to family support as well as helping 
the individual, i.e. the child. The peer-designed behaviour reinforcement system 
suggested sounds appealing and future research may be of interest to counselling
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psychology as the individual’s ‘problems’ are not seen in isolation and the social 
environment is not ignored.
Cognitive Behavioural Techniques
As identified in 1996 in the BPS report, there was, and still is, a need for more 
research in this area as there is much debate and disagreement as to the effectiveness 
of cognitive behaviour therapy (CBT) in aiding those diagnosed as having AD/HD. 
Whilst the review by the AACAP concludes that research findings are far from 
conclusive on the effectiveness of CBT for AD/HD, perhaps it is the way it is 
implemented, and the ability to adapt it to each individual, that are the crucial factors 
in whether or not it is successful. DuPaul et al. (1997) are among those who stress the 
importance of structuring intervention to fit the individual. Cognitive behaviour 
therapists have a wide range of strategies that may be employed when working with 
children. These include: affective education, social problem solving, contingent 
reinforcement, cognitive restructuring and attribution retraining, relaxation training, 
modelling and role-playing (Southam-Gerow et al., 1997). Children are taught how to 
become more aware of their feelings, and to recognise the way their behaviour affects 
others. They are helped to build a ‘coping template’ for processing information about 
the world (Southam-Gerow et al., 1997). DuPaul and Eckert (1997) note that whilst 
one rationale behind CBT, the approach that teaches children to “stop, look and 
listen can be effective, the results of many empirical studies of cognitive-behavioural 
interventions in general have been somewhat disappointing. Whilst it may be less 
successful in some areas, it can be effective in others such as “self-monitoring/self- 
evaluation training focused on increasing sense of control” (Kendall and Braswell).
It was noted by Southam-Gerow et al. (1997, pi 26) that some of the cognitive training 
interventions for AD/HD that have been utilised in comparison studies have been 
missing a truly behavioral component “involving response contingencies that are tied 
directly to treatment goals of delayed behavioral response and application of training 
skills”. Other concerns such as lack of homogeneity, and issues of researcher 
allegiance have been noted, however these concerns also apply to studies into other 
types of intervention. Perhaps a more pertinent explanation of CBT’s apparent lack of
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success in AD/HD studies is its failure in many cases to address the problem of 
inattention, which limits ‘AD/HD’ children’s ability to “learn, apply, and generalize 
problem-solving skills” (Southam-Gerow et al., 1997, p. 128). A change of focus 
adding developmental and social/cultural factors is perhaps a way forward, this will 
be addressed in a later section; multimodal treatment. Southam-Gerow et al. (1997, 
p. 129) note that a combination of parent-training with medication and child-focused 
CBT could provide a “consistent, firm and loving environmental regulation (which) 
may enhance a child’s ability to self-regulate”. Once again, the suggestion that 
parents need to be involved is raised, though there is still an emphasis on the problem 
being situated within the child.
Family therapy
The fact that family therapy per se is not specifically addressed in the BPS report is 
perhaps surprising, however it is accepted in the report that parent training is 
beneficial when dealing with children diagnosed as having AD/HD. A review by 
Cordell and Allen (1997) considered combining individual and family therapy and 
specifically addresses AD/HD in this context. It is suggested that the combination of 
family therapy and individual sessions provides a supportive framework for the 
family. Within this framework, medication, if used, may be monitored and managed 
more effectively. They suggest however, in line with previous studies in this review, 
that a “multidimensional approach” is utilised, “the parents should be taught child 
management techniques that include consistent use of social consequences and reward 
as well as incentives for prosocial behavior. ADHD children benefit from efforts to 
teach them specific special skills ” (Cordell & Allen, 1997, p.52). This overlaps with 
the work of Frankel et al.(1995) by involving parents in teaching the child social 
skills. Erk (1997) notes that parent training, after medication, is the second most 
widely used treatment and believes that family therapy provides an essential approach 
in the treatment of AD/HD particularly in light of the fact that the intense effect on 
families is seldom limited to the core symptoms of AD/HD (Erk, 1997, p. 10). These 
reviews, whilst interesting, are not empirical studies or intended to provide statistical 
evidence of the effectiveness of family therapy. It is worth however noting that both 
Cordell and Allen (1997) and Erk (1997) view parent training with parents of AD/HD
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children as important, thus reiterating the views expressed by others previously cited 
in this review (e.g. Goldstein, 1998b).
Multimodal Treatment
Current thinking on treatment for AD/HD focuses heavily on the importance of a 
multimodal assessment and intervention plan. The BPS report concludes that “a 
range of different psychological mechanisms and biological causes can account for 
behaviour described as impulsive, overactive or inattentive. In practice we need a 
multi-dimensional model of assessment and intervention which takes account of the 
interplay between environmental and individual factors at all levels of analysis” (BPS, 
P 64). ‘Multimodal’ treatment includes a combination of some (or all) of the 
following interventions: psychopharmacology, individual and family counselling/ 
therapy, social skills training, school based interventions, cognitive/behavioural 
techniques, dietary intervention and parent training. Whilst this is a widely accepted 
view, more research is required to confirm the validity of such an approach. This is 
difficult due to factors such as length and complexity of such studies, high costs, and 
problems with continuity of child and family participation in multiple interventions, 
as well as the need for a large number of participants to address all of the questions 
(Richters et al., 1995). Keen et al. (1997) suggest many compelling reasons for the 
utilisation of such an approach however this is not backed by empirical evidence. It 
would however seem to make good sense to ensure that professionals work together 
effectively in order to bring about a successfiil treatment plan.
A five year follow up to a multimodal day treatment plan concluded that five years 
after discharge, children with severe behaviour problems functioned well in most 
settings and that the most important variable in predicting a positive outcome was 
parental co-operation. (Grizenko, 1997). The study utilised standardised 
questionnaires to evaluate self-perception, behaviour and peer relationships as well as 
one related to history and family demographic variables. The Child Behaviour 
Checklist for Parents (Achenbach & Edelbrook, 1986) used in a study by Achenbach 
& Edelbrook (1986) is one of the most comprehensive available and has been 
subjected to psychometric standardisation in several languages. However this study
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included a heterogeneous sample of participants including those with a diagnosis of 
oppositional defiant disorder and conduct disorder as well as AD/HD therefore the 
findings are not readily transferable to a homogeneous AD/HD population. Another 
study which supports “multimethod intervention” by Sheridan et al. (1996) again 
emphasises the importance of parental involvement in social skills training, as well as 
suggesting parents are involved with skills such as debriefing, goal setting and 
problem solving. Unfortunately whilst the study makes some interesting points, it is 
difficult to generalise findings to the wider AD/HD population as it included only five 
participants.
A four year study by Abikoff and Hechtman (1996) which compared the long-term 
effects of multimodal intervention including medication, with medication 
management in isolation, found little difference after two years between the two 
groups. However, it should be noted that in this case medication was supported by 
monthly feedback/support sessions as well as other support for the family. Thus, far 
more support was provided than a child would receive in the normal course of events 
therefore this does not represent a true comparison between medication and 
multimodal intervention with medication. The additional intervention may explain 
the fact that there was no significant difference between the two groups.
Multimodal intervention by its very nature requires parental participation in the 
treatment plan. The professionals involved in multi-disciplinary intervention, such as 
psychologists, psychiatrists and paediatricians, need to work with the child’s parents 
and it is only by working with the family, as well as with teachers that it is possible to 
ensure that the child is supported by a consistent structured programme.
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PARENTING STYLES
The issue of parenting style and AD/HD has become somewhat ‘politically incorrect’ 
and strenuous efforts have been made to remove blame from parents. Studies do 
seem to indicate however that whilst parenting style and temperament are unlikely to 
cause AD/HD, certain factors can perhaps act as a catalyst and trigger, as well as 
reinforce, any ‘genetic proclivities’ (BPS report, 1996). Whilst parenting style and 
personality does not earn a complete section in the BPS report there are several 
references to its impact. Few references are made to relevant studies however interest 
does seem to have been rekindled of late. It would be naïve to assume that parental 
influence does not have a significant influence on any child, whether diagnosed as 
AD/HD or not, “the behaviour of children is directly influenced by the adults and 
friends with whom they interact” (BPS, 1996, p.43). Parental competence has long 
been recognised to have a positive effect on children’s behaviour (Goldstein and 
Goldstein, 1990), however what is, or is not, seen as effective parenting is an emotive 
issue and great care is generally taken to avoid a negative approach. “What we learn 
about parents of ADHD children may initially sound like faulty parenting, but is often 
instead primarily a lack of knowledge, and a difficulty in understanding how to 
manage the child with these behaviours” (Zaccheo, 1997).
Few would disagree that parenting styles have a significant effect on children. It is 
difficult however to know whether the more authoritarian parenting styles that have 
been attributed to parents of children diagnosed as having AD/HD in several studies 
are partially if not wholly responsible for the behaviour associated with AD/HD, or 
whether the AD/HD behaviour precipitates a more authoritarian style of parenting 
(Lytton, 1990). The BPS report (1996) states that although parents of ‘hyperactive’ 
children have in the past been found to be more directive and authoritarian, this could 
be a response to the behaviour of the child. Woodward et al. (1998), in a study of 
family functioning and parenting o f ‘AD/HD children’, found that disciplinary 
aggression was the highest predictor of hyperactivity. Unfortunately this is another 
study that does not utilise the more robust DSM IV diagnostic inclusion criteria. The 
researchers note that caution should be taken when making conclusions about causal 
correlations, “problematic behaviours of hyperactive children, such as poor sustained
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attention, overactivity, and distractibility, may present additional challenges for 
parents that influence their ability to parent effectively and may well further 
contribute to the persistence and worsening of hyperactive behaviour problems.” 
(Woodward et al., 1998, p. 166).
Difficulty with social relationships is a notable problem in children diagnosed as 
having AD/HD, and has been found to predict poor outcome in academic, behavioural 
and social domains (Parker et al., 1995). Hinshaw et al. (1997) looked at peer status 
in boys diagnosed as having AD/HD in a controlled naturalistic setting (summer camp 
programmes) using a large sample, in order to consider whether negative parental 
discipline styles were associated with negative peer status in boys with AD/HD. 
Whilst the study did not show any relation of less favoured styles of maternal 
parenting to negative social peer status, it did find that ‘authoritative’ maternal 
parenting was predictive of positive peer regard. However, whilst caution should be 
applied when assuming a causal relationship, the importance of peer relationships is 
possibly far more significant than this, or any of the other studies cited in this review 
acknowledge. This could perhaps be researched further by counselling psychology 
due to its focus on the importance of context when assessing individual difficulties. 
The Hinshaw et al. (1997) study supports Baumrind (1993) who felt that fimctioning 
can be improved by positive parenting beliefs and practices. The BPS report notes 
that research by Edwards et al.(1995) identified that the families of children 
diagnosed as having AD/HD have more difficulties such as marital discord, feelings 
of parental incompetence and higher stress levels, in addition to finding that mothers 
are likely to be more negative and controlling, and less responsive to the child. Thus 
incorporating parenting training into intervention programmes perhaps could have a 
positive effect on peer status in addition to enhancing family life.
Nigg and Hinshaw (1998) studied parental personality traits and psychiatric diagnosis 
in relation to their children’s antisocial diagnoses and naturalistically observed 
antisocial behaviours in boys with and without the diagnosis of AD/HD. The most 
significant finding was that boys with AD/HD (based on DSM III) were more likely 
to have mothers who had suffered from a major depressive episode and/or symptoms 
of anxiety in the last year, and were more likely to have fathers who had a childhood
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history of AD/HD. Another less statistically significant, but interesting, finding was 
that there was a higher association of maternal neuroticism with child aggression in 
the AD/HD group. This link is mentioned in the BPS report, they state that “tentative 
evidence exists that parenting style and family relationships do affect the likelihood of 
the child also being aggressive.” (BPS, 1996, p.42). What is far from clear is which 
came first?
A study by Weinstein et al. (1998) addresses problems associated with mothers of 
‘AD/HD children’, who also have AD/HD, supports the BPS comment that “children 
identified as hyperactive are more likely to have parents with a history of 
hyperactivity, impulsivity and substance abuse” (BPS, 1996, p.35). This pilot study 
concluded that these mothers had decreased levels of conscientiousness and higher 
levels of neuroticism than mothers of children exhibiting the behaviour associated 
with AD/HD who did not ‘have AD/HD’ themselves. The study utilised standardised 
questionnaires for personality, however, whilst mothers ‘with AD/HD’ are said to 
meet DSM IV diagnostic criteria, Weinstein et al. (1998, p. 13) state that the ‘AD/HD 
children’ had “documentation with psychological assessment of ADHD” but do not 
state that they met DSM IV diagnostic criteria. They raise concerns about limitations 
in parenting skills with ‘AD/HD mothers’, and suggestions are made related to 
providing these mothers with additional help and training. As this was a pilot study 
with a small sample size (ten in each of three groups), further research is needed.
Parental attributions of the behaviour of children diagnosed as having AD/HD were 
addressed by Johnston and Freeman (1997) as parental perceptions of their children 
may effect their style of parenting. Although parents viewed the negative behaviour 
of their AD/HD children’ as more internally caused, more stable and less controllable 
by the child than parents o f ‘non-AD/HD children’, they still reacted in a more 
negative way to these negative behaviours than parents o f ‘non-AD/HD children’.
The authors conclude that “further effort is needed in developing and testing treatment 
strategies that will assist parents of children with ADHD in not only understanding 
their children’s disorder but also in coping with difficult child behaviours.” (Johnston 
and Freeman, 1997, p.644).
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AN ALTERNATIVE VIEW
Having examined some of the recent ‘main line’ scientific research into AD/HD a 
view offering an alternative perspective with a focus on building on individual 
strengths in line with counselling psychology’s reluctance to pathologise will now be 
offered. The BPS report notes that “individual problems can be shaped by political, 
economic and cultural factors” (BPS, 1996, p56). However, most studies focus on the 
symptoms of AD/HD and adhere unquestioningly to the view that they constitute a 
disorder. Others working with families with a child diagnosed as having AD/HD take 
a different view, and recogmse the value of a wellness rather than illness model where 
the strengths of the child are emphasised (e.g. Levine, 1997; Zaccheo, 1998).
Hartmann (1993) suggests that rather than seeing the ‘symptoms’ of AD/HD as 
problematic, they can be viewed as strengths to be developed upon rather than 
eliminated. He provides a narrative whereby he constructs the ‘AD/HD’ person as a 
hunter, someone capable of quick decisions that can be adapted to today’s industrial 
world. His optimistic approach has helped many shake off a label they viewed as 
destructive. It does seem that the construct ‘AD/HD’ was created more to provide 
relief for those around the ‘sufferer’ rather than to help the diagnosed child (Breggin, 
2000). Reid (1996, p. 252) draws a comparison between the label attached to slaves 
who exhibited a desire to flee fi*om captivity which was created to “rationalize and 
defend slavery” (‘draptomania’) vrith categories such as AD/HD which he suggests 
have also been created to “stigmatize and control what is in reality normal behaviour”. 
Children in this culture, at this point in time, seem to have been “idealized into 
hyperreality” and made to conform to cultural expectations (Urbancic, 1998). 
Counselling psychologists are encouraged in training to take a more “dynamic view of 
what a disorder means” rather than focusing on “a central concern with a symptom 
profile” (Woolfe, 1996, p.9). All the above research appears to focus on the ADHD 
diagnosis and pays little or no attention to the sociopolitical implications surrounding 
it.
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There follows a brief review of literature from those who have grave concerns about 
this somewhat blinkered view, and whose comments seem more in line with 
counselling psychology’s awareness of the possible dangers of a dogged adherence to 
diagnostic criteria.
Whilst it is said that the most ‘conclusive’ research evidence points to the fact that 
pharmacotherapy is the most effective intervention (Goldstein, 1998a) in conjunction 
with other ‘environmental accommodations’ (Rapport, 1995) there are those in the 
medical profession who have concerns about the dangers of “bathing a young child’s 
growing brain in toxic chemicals” (Breggin, 2000, p. 17). Counselling psychologists 
may wish to question just what medication is intended to achieve and who benefits 
fi*om its application? Concern is growing about the fact that children as young as two 
years old are being diagnosed as having AD/HD, and it is reported that researchers at 
Michigan State University have found children as young as 12 months old with an 
AD/HD diagnosis in the USA.
Breggin (2000), who is a psychiatrist in the USA with several decades of both 
practical and research experience in this field, fears the long term consequences of the 
25-30% reduction in blood flow to the brain that occurs with routine doses of 
methylphenidate (Ritalin). He suggests that most recommendations for stimulant 
medication originate from schools and the resultant effects of this are enforced 
‘obsessive-compulsive’ behaviours which make the child more manageable (Breggin, 
2000). Thus the symptoms of one ‘disorder’ are created in order to cure the symptoms 
of another ‘disorder’. His research, carried out in his role as scientific expert to the 
National Institutes of Health in the USA, and sponsored by government agencies, 
highlighted less commonly known findings. He cites many studies that found that 
stimulant drugs produce ‘obsessive-compulsive’ behaviour, social withdrawal, 
reduced spontaneity and subdued behaviour in humans, thus making them more 
‘manageable’. Breggin (2000, p. 17) suggests that “almost any behaviour that tries a 
teacher’s ability or patience has been put into the diagnosis” but that “none of the 
AD/HD criteria are relevant to how the child feels.” He has concerns that focusing on 
the ‘symptoms’ of AD/HD may lead to the child’s genuine needs being missed.
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The behaviour displayed by many of these children may be the only way they are able 
to communicate distress, and perhaps a need for a different type of adult attention or 
support.
The concerns of Breggin are echoed by Levine (1997) who takes a constructionist 
perspective in dealing with those diagnosed as having AD/HD. Levine (1997) states 
that social constructionism is derived from a range of areas such as anthropology, 
philosophy and social psychology and stems from a belief that knowledge is socially, 
culturally and historically located (for a more detailed explanation see Burr, 1995).
His experience as a social worker led him to question what he calls the “narrow, 
medically-oriented ‘symptom picture’ that is devoid of the psychosocial context in 
which the so-called symptoms emerge.” (Levine, 1997, p. 197). The author shares his 
concern about the lack of data concerning the effects of socioeconomic status, race 
and ethnicity on diagnosis or outcome in ADHD; this concern is also raised in the 
BPS report (1996). Reid (1996, p.261) suggests a ‘goodness of fit’ perspective is more 
appropriate when working with children diagnosed as having AD/HD, whereby, as 
professionals, we acknowledge that “the behaviours that we term ADHD occur when 
the needs of the individual outstrip the ability of the environment to respond 
appropriately and effectively”.
Perhaps it is time to question the acceptance of AD/HD as a ‘neurologically based’, 
‘developmental’ disorder, particularly in light of the lack of conclusive evidence to 
prove it has a ‘neurological’ basis. Indeed, counselling psychology may wish to 
engage in a debate about whether this can be seen as a ‘developmental disorder’. 
Critics of ‘traditional’ psychology view developmental psychology as “a euphemism 
for the control and surveillance of populations deemed likely to be troublesome or 
burdensome” (Burman, 1994, p. 186). Burman (1994) suggests that by treating the 
individual, the child, as the unit of social activity, social inequalities are perpetuated 
and patterns of difference based on culture, class or gender are masked. Perhaps 
counselling psychology, with its more holistic approach, can work towards removing 
the focus from the ‘symptoms’ of the child and instead encourage a questioning of the 
perceived need for control which can be veiled in a shroud of adult protectiveness 
(Morss, 1996).
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CONCLUSION: IMPLICATIONS FOR PRACTICE
We currently seem to be in a dangerous position, not only are powerfiil stimulants 
prescribed for thousands of children, but also families are left to monitor dosage 
themselves. If medication continues to be prescribed for ‘AD/HD’, children and their 
parents should not be expected to monitor and be responsible for the medication. It is 
essential, therefore, that the professionals involved ensure medication is administered 
and monitored effectively. The consensus of opinion based on empirical evidence 
indicates that each child and their family should be carefully assessed to ensure that a 
personalised treatment approach is set up. The wide range of treatment approaches 
that may be helpftil, and the fact that intervention should be adapted to each case, 
indicates that a professional who is able to utilise different strategies would be an 
effective member of a multi-disciplinary team. Counselling psychologists are trained 
to utilise a range of different approaches which evolve fi-om evidence based practice, 
incorporating those listed in this review. They are encouraged in training to see each 
case as unique rather than applying broad labels and standardised treatment plans.
The focus is on facilitating well-being rather than responding to sickness and 
pathology. The counselling psychologist would wish to build on the positive aspects 
of AD/HD rather than focusing entirely on the negative ones.
When asked to list the most important things that he has learned about AD/HD during 
his 25 years of experience, Goldstein (1998b, p54) said he believes the symptoms of 
AD/HD are determined by the environment we design for our children and the 
expectations we hold - and are neither ‘bad’ nor ‘good’. Perhaps his most pertinent 
comment is that we should consider the large amount of data on AD/HD “from a 
common sense perspective”. For a time, intervention was focused on the child with 
little attention paid to his/her environment, this was an oversight of enormous 
proportions. We cannot view any child in isolation and it is suggested that 
counselling psychologists should work to ensure that children displaying the range of 
behaviour known as ‘AD/HD’ are supported in conjunction with the people around 
them, particularly their parents or caregivers who have more influence than anyone 
else on their child’s environment.
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The BPS’ reluctance to categorise AD/HD as a psychiatric disorder is shared by the 
author. “A focus on ADHD may come at the expense of a focus on solutions” (Reid, 
1996, p.261). It is hoped that counselling psychologists can play a part in ensuring 
that children displaying the behaviour associated with AD/HD and their families 
receive appropriate support, without being made to feel that they are ‘abnormal’, and 
can play an active role in resisting the current position where plurality becomes 
pathology (Woodhead, 1999). Young (1999) suggests counselling psychologists 
should emphasis the individual’s strengths and minimise weaknesses; each 
individual’s needs should be considered in their own right and treatment planned 
accordingly. Levine (1998, p.70) suggests that we can still support those having 
problems with attention whilst taking a “more humanistic and altruistic view that can 
accommodate and celebrate a wider range of normal variation in human 
development”.
REFERENCES
AACAP. (1997) Practice Parameters for the Assessment and Treatment of Children, 
Adolescents, and Adults with Attention-Deficit/Hyperactivity Disorder, Journal o f the 
America» 36, (10), Supplement, 855-
1215.
Abikoff, H. and Hechtman, L. (1996) Multimodal therapy and stimulants in the
treatment of children with ADHD,in Psychosocial Treatment for Child and
Jensen P., Hibbs, E. eds.
Washington DC: American Psychological Association, 501-546.
American Psychiatric Association (1995) DmgMoaAc of
Mental Disorders, 4th edition, Washington: APA.
Barkley, R.A. ( 1 9 9 0 ) A tten tion -D efic it h yp era c tiv ity  d isorder: A h andbook  f o r  
d iagn osis  a n d  treatm ent. New York: Guilford Press.
Baumrind, D. (1993) The average expectable environment is not good enough: A 
response to Scarr. Child Development, 64, 1299-1317.
88
Bradley, C. (1937) The behavior of children receiving benzedrine. American Journal 
o f Psychiatry, 94, 577-585.
Breggin, P. & Breggin, G. (1995) The hazards of treating “attention- 
deficit/hyperactivity disorder with methylphenidate (Ritalin), Journal o f  College 
Student Psychotherapy, 10, (2), 55-72.
Breggin, P. (2000) What psychologists and therapists need to know about ADHD and 
stimulants. Changes, 18, (1), 13-23.
British Psychological Society (1996) Attention Deficit Hyperactivity Disorder 
(ADHD): A Psychological Response to an Evolving Concept. Leicester: BPS.
Buitelaar, J.K., Jan van der Gaag, R., Swaab-Bameveld, H. and Kuiper, M (1996) 
Pindolol and Methylphenidate in Children with Attention-Deficit Hyperactivity 
Disorder, Clinical Efficacy and Side Effects, Journal o f Child Psychology and 
Psychiatry, 37, (5) 587-595.
Burman, E. (1994) Deconstructing Developmental Psychology. London: Routledge.
Burr, V. (1995) Introduction to Social Constructionism. London: Routledge.
Cantwell, D.P. (1997) Introduction to The Scientific Study of Child and Adolescent 
Psychopathology: The Attention Deficit Disorder Syndrome, Journal o f  the American 
Academy o f Child and Adolescent Psychiatry, 36, (8), 1033-1035.
Cooper, L.J., Wacker, D.P., Millard, T., Derby, K.M., Cruikshank, B.M., Rogers, L. 
(1993) Assessing environmental and medication variables in an outpatient setting: a 
proposed model and preliminary results with ADHD children. Journal o f  
Developmental Physical Disability, 5,71-84.
89
Cordell, A.S. and Allen, S.F. (1997) Integration of Therapeutic Approaches in 
Working with Children, The Journal o f Psychotherapy Practice and Research, 6,45- 
58.
DuPaul, G.J. and Eckert, T.L. (1997) School-based interventions for students with 
attention-deficit-hyperactivity disorder: A meta-analysis. School Psychology Review, 
26,5-27.
DuPaul, G.J., Eckert, T.L. and McGoey, K.E. (1997) Interventions for students with 
attention-deficit/hyperactivity disorder: one size does not fit all. School Psychology 
Review, 26, 369-381.
DuPaul, G. J. and Ervin, R.A. (1996) Functional assessment of behaviors related to 
attention-deficit/hyperactivity disorder: linking assessment to intervention design. 
Behavior Therapy, 27, 601-622.
Edwards, M., Schultz, D. and Long, N (1995) The role of the family in the assessment 
of attention deficit hperactivity disorder. Clinical Psychology Review, 15, 375-394.
Erk, R.R. (1997) Multidimensional treatment of attention deficit disorder: a family 
oriented approach. Journal o f Mental Health Counseling, 19, (1), 3-22.
Faraone, S.V., Biederman, J., Weber, W., Russell, R.L. (1998) Psychiatric, 
neuropsychological, and psychosocial features of DSM IV subtypes of attention- 
deficit/hyperactivity disorder: results from a clinically referred sample. Journal o f  the 
American Academy o f Child and Adolescent Psychiatry, 37, (2), 185-193.
Frankel, F., Myatt, R., Cantwell, D.P. and Feinberg, D.T. (1997) Parent-assisted 
transfer of children’s social skills training: effects on children with and without 
attention-deficit hyperactivity disorder. Journal o f the American Academy o f Child 
and Adolescent Psychiatry, 36, (8), 1056-1065.
90
Goldstein, M. (1998) An update of research affecting medical practice with ADHD 
children and adults, Papers and materials from the second European Conference for  
Health and Education Professionals on Attention-Deficit/Hyperactivity Disorder. 
Hustpierpoint: IPS.
Goldstein, S. (1998) Through the looking glass -  what I’ve learned from 25 years in 
the field of hyperactivity’ADHD, Papers and materials from the second European 
Conference for Health and Education Professionals on Attention- 
Deficit/Hyperactivity Disorder. Hustpierpoint: IPS.
Goldstein, S. and Goldstein, M. (1990) Managing attention disorders in children. 
New York: Wiley.
Grizenko, N. (1997) Outcome of multimodal day treatment for children with severe 
behavior problems: a five-year follow-up. Journal o f the American Academy o f Child 
and Adolescent Psychiatry, 36, (7), 989-997.
Harding, J., Wacker, D.P., Cooper, L.J., Millard, T. and JensenOKovalan, P. (1994) 
Brief hierarchical assessment of potential treatment components with children in an 
outpatient clinic, Jowr/ta/ o f Applied Behavior Analysis, 27,291-300.
Hartmann, T. (1993) Attention Deficit Disorder: A Different Perception. Grass 
Valley: Underwood.
Hinshaw, S.P., Zupan, B.A., Simmel, C., Nigg, J.T. and Melnick, S. (1997) Peer 
status in boys with and without attention-deficit hyperactivity disorder: predictions 
from overt and covert antisocial behavior, social isolation, and authoritative parenting 
beliefs. Child Development, 880-896.
Jerome, L (1997) Families of Patients with ADHD, letter to the editor, Canadian 
Journal o f Psychiatry, 42, (2), 211.
91
Johnston C. and Freeman W. (1997) Attributions for child behavior in parents of 
children without behavior disorders and children with attention deficit-hyperactivity 
disorder. Journal o f  Consulting and Clinical Psychology, 65, (4), 636-645.
Keen, D.V., Olurin-Lynch, J. and Venables, K. (1997) Getting it all together: 
developing a forum for a multi-agency approach to assessing and treating ADHD, 
Educational and Child Psychology, 14, (1), 82-89.
Kendall, P.C. and Braswell, L. (1993) Cognitive Behavior Therapy for Impulsive 
children, 2"  ^edition. New York; Guilford.
Levine, J. (1997) Re-visioning attention deficit hyperactivity disorder (ADHD), 
Clinical Social Work Journal, 25, (2), 197-209.
Levine, M. (1998) Will “ADHD” or “ADD” be considered something of an historical 
cul de sac in the year 2020? Papers and materials from the second European 
Conference for Health and Education Professionals on Attention- 
Deficit/Hyperactivity Disorder. Hustpierpoint: IPS.
Lock, J. (1996) Developmental considerations in the treatment of school-age boys 
with ADHD: an example of a group treatment approach. Journal o f the American 
Academy o f Child and Adolescent Psychiatry, 35, (11), 1557-1559.
Lytton, H. (1990) Child and parent effects in boys’ conduct disorder: a 
reinterpretation. Developmental Psychology, 26,683-697.
Malhotra, S. and Santosh, P.J. (1998) An open clinical trial of buspirone in children 
with attention-deficit/hyperactivity disorder. Journal o f  the American Academy o f  
Child and Adolescent Psychiatry, 37, (4), 364-371.
Maras, P., Redmayne, T, Hall, C., Braithwaite D. and Prior, P. (1997) ‘Helicopter 
children’ and ‘butterfly brains’. ADHD: perceptions, issues and implications. 
Educational and Child Psychology, 14, (1), 39-49.
92
Morss, J. (1996) Growing Critical. London: Routledge.
Nigg, J.T. and Hinshaw, S.P. (1998) Parent personality traits and psychopathology 
associated with antisocial behaviors in childhood attention-deficit hyperactivity 
disorder. Journal o f Child Psychology and Psychiatry, 39, (2), 145-159.
Parker, J.G., Rubin, K.H., Price J. and deRosier, E. (1995) Peer relationships, child 
development, and adjustment: a developmental psychopathology perspective. In D. 
Cicchetti and D. Cohen (Eds.), Developmental psychopathology: Vol .2. Risk, 
disorder, and adaptation (96-161). New York: Wiley.
Rapport, J.L. Buchsbaum, M.S., Zahn, T.P., Weingarten, H., Ludlow, C. and 
Mikkelsen, E.J. (1978) Dextroamphetamine: cognitive and behavioural effects in 
normal prepubertal boys. Science, 199, 560-563.
Rapport, M.D. (1995) Response to letter to the editor. Journal o f  the American 
Academy o f Child and Adolescent Psychiatry, 34,1559.
Richters, J.E., Arnold, L.E. and Jensen, P.S. (1995) NIMH collaborative multi-site 
multimodal treatment study of children with ADHD: 1. Background and rationale. 
Journal o f the American Academy o f Child and Adolescent Psychiatry, 34,987-1000.
Reid, R. (1996) Three faces of attention-deficit hyperactivity disorder. Journal o f  
child andfamily studies, 5, (3), 249-265.
Roberts, J. (1996) Behavioural disorders are overdiagnosed in US, British Medical 
Journal, 312, 657.
Roth, A. and Fonagy, P. (1996) What works for whom? New York: Guilford.
93
Schachar, R.J., Tannock, R., Cunningham C., Corkum P.V. (1997) Behavioral, 
situational, and temporal effects of treatment of ADHD with methylphenidate. 
Journal o f the American Academy o f Child and Adolescent Psychiatry, 36, (6) 754- 
763.
Sheridan, S.M., Dee, C.C., Morgan, J.C., McCormick, M.E. and Walker, D. (1996) A 
multimethod intervention for social skills deficits in children with ADHD and their 
Parents, School Psychology Review, 25, (1), 57-76.
Southam-Gerow, M.A., Henin A , Chu, B., Marts, A. and Kendall P.C. (1997) 
Cognitive-behavioral therapy with children and adolescents. Child and Adolescent 
Psychiatric Clinics o f North America, 6, (1), 111-136.
Swanson, J.M., McBumett, K., Wigal, T., Pfiffner, L.J. et al. (1993) Effect of 
stimulant medication on children with attention deficit disorder: a “review of 
reviews”. Exceptional Children, 60, (2), 154-162.
Swanson, J.M., Wigal, S., Greenhill, M.D., Browne, R., Waslik, B., Lemer, M., 
Williams, L. et al. (1998) Classroom assessment of Adderall, Journal o f the 
American Academy o f Child and Adolescent Psychiatry, 37, (5), 519-526.
Tannock, R. (1998) Attention deficit hyperactivity disorder: advances in cognitive, 
neurobiological, and genetic research. Journal o f Child Psychology & Psychiatry, 39, 
(1), 65-99.
Taylor, E. and Hemsley, R. (1995) Treating hyperkinetic disorders in children. British 
Medical Journal, 310,1617-1618.
Umbreit, J. (1995) Functional assessment and intervention in a regular classroom 
setting for the disruptive behavior of a student with attention deficit hyperactivity 
disorder. Behavioral Disorders, 20, 267-278.
Urbancic, A. (1998) Buying and buying into the ideal child, Semiotica, 118, 91-104.
94
Weinstein, C.S., Apfel, R.J. and Weinstein, S.R, (1998) Description of mothers with 
ADHD with children with ADHD, Psychiatry, 61,12-19.
Woodhead, M. (1999) Reconstructing developmental psychology. Children and 
Society, 13, 3-19.
Woodward, L., Taylor E. and Dowdney L. (1998) The parenting and family 
functioning of children with hyperactivity. Journal o f Child Psychiatry, 39, (2), 161- 
169.
Woolfe, R. (1996) The nature of counselling psychology in R. Woolfe and W. Dryden 
(eds.) Handbook o f Counselling Psychology. London: Sage.
Wright, S.F. (1997) ‘A little understood solution to a vaguely defined problem’ : 
parental perceptions of Ritalin, Educational and Child Psychology, 14, (1), 50-59.
Young, S. (1999) Psychological therapy for adults with attention deficit hyperactivity 
disorder. Counselling Psychology Quarterly, 12, (2), 183-190.
Zaccheo, D. (1997) AD/HD and family therapy. Papers and Materials Arising from 
the First European Conference for Health and Education Professionals on Attention- 
Deficit/Hyperactivity Disorder. Hurstpierpoint: IPS.
Zaccheo, D. (1998) Family therapy with AD/HD families: using a wellness or 
empowerment model. Papers and Materials from the Second European Conference 
for Health and Education Professionals onAttention-Deficit/Hyperactivity Disorder. 
Hustpierpoint: IPS.
95
Appendix I
DSM-III-R (1988)
ATTENTION DEFICIT HYPERACTIVITY DISORDER
A. A disturbance of at least six months during which at least eight o f the following are present:
1. Often fidgets with hands or feet or squirms in seat (in adolescents, may be limited to 
subjective feelings of restlessness)
2. Has difficulty remaining seated when required to do so
3. Is easily distracted by extraneous stimuli
4. Has difficulty awaiting turn in games or group situations
5. Often blurts out answers to questions before they have been completed
6. Has difficulty following through on instructions fi-om other (not due to oppositional behaviour 
or failure o f comprehension) e.g. fails to finish chores
7. Has difficulty sustaining attention in tasks or play activities
8. Often shifts fi’om one uncompleted activity to another
9. Has difficulty playing quietly
10. Often talks excessively
11. Often interrupts or intrudes on others, e.g. butts into other children’s games
12. Often does not seem to listen to what is being said to him or her
13. Often loses things necessary for tasks or activities at school or at home (e.g. toys, pencils, 
books, assignments)
14. Often engages in physically dangerous activities without considering possible consequences 
(not for the purpose of thrill-seeking), e.g. runs into street without looking
B. Onset before the age of seven
C. Does not meet the criteria for a Pervasive Development
The above items are listed in descending order of discriminating power based on data fi-om national 
field trial. Consider a behaviour met only if  the behaviour is considerably more fi-equent than that of 
most people of the same mental age.
Severity
Mild: Few if any symptoms in excess of those required to make the diagnosis and only minimal or no 
impairment in school and social functioning.
Moderate: Symptoms or functional impairment intermediate between “mild” and “severe”.
Severe: Many symptoms in excess of those required to make the diagnosis and significant and 
pervasive impairment in functioning at home and school and with peers.
From: Diagnostic and Statistical Manual o f Mental Disorders (DSM-III-R) (3^ **. Ed. Revised), pp. 52- 
53, 1985, Washington, D.C.: American Psychiatric Association.
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Appendix II
DSM-IV
CRITERIA FOR ATTENTION DEFICIT/HYPERACTIVITY DISORDER 
A. (1) and/or (2);
A. (1) Inattention: At least six of the following symptoms o f inattention have persisted for at least 6 
months to a degree that is maladaptive and inconsistent with developmental level:
1. Often fails to give attention to details or makes careless mistakes in schoolwork, work of other 
activities
2. Often has difficulty sustaining attention in tasks or play activities
3. Often does not seem to listen to what is being said to him or her
4. Often does not follow through on instructions and fails to finish schoolwork, chores or duties
in the workplace (not due to oppositional behaviour or failure to understand instructions)
5. Often has difficulty organising tasks and activities
6. Often avoids or expresses reluctance about, or has difficulties in engaging in tasks that require
sustained mental effort (such as schoolwork or homework)
7. Often loses things necessary for tasks or activities (e.g. school assignments, pencils, books, 
tools or toys)
8. Is often easily distracted by extraneous stimuli
9. Often forgetftil in daily activities
A. (2) Hyperactivity-Impulsivity: Six or more o f the following symptoms of hyperacti vity-impulsivity 
have persisted for at least 6 months to a degree that is maladaptive and inconsistent with 
developmental level:
Hyperactivity
1. Often fidgets with hands or feet or squirms in seat
2. Leaves seat in classroom or in other situations in which remaining seated is expected
3. Often runs about or climbs excessively in situations where it is inappropriate (in adolescents 
or adults, may be limited to subjective feelings o f restlessness)
4. Often has difficulty playing or engaging in leisure activities quietly
5. Is always “on the go” and acts as if  “driven by a motor”
6. Often talks excessively 
Impulsivity
7. Often blurts out answers to questions before the questions have been completed
8. Often has difficulty waiting in lines or awaiting turns in games or group situations
9. Often interrupts or intrudes on others (e.g. butts into others conversations or games)
B. Some symptoms that cause impairment were present before age 7.
C. Some symptoms that cause impairment must be present in two or more settings (e.g. at school, 
work and at home)
D. There must be clear evidence o f clinically significant impairment in social, academic or 
occupational functioning
E. Does not occur exclusively during the course o f a Pervasive Developmental Disorder, 
Schizophrenia or other Psychotic Disorder and is not better accounted for by a Mood Disorder, 
Anxiety Disorder, Dissociative Disorder or a Personality Disorder.
Attention-Deficit/Hyperactivity Disorder, Predominantly Inattentive Type: If criterion A(I) is met but 
not criterion A(2) for the past 6 months.
Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive/Impulsive Type: If criterion A(2) 
is met but not criterion A (l) for the past 6 months.
Attention-Deficit/Hyperactivity Disorder, Combined Type: If both criteria -  A(l) and A(2) -  are met 
for the past 6 months.
From: Diagnostic and Statistical Manual o f Mental Disorders (DSM-IV), pp. 80-87, 1995, Washington,
D.C.: American Psychiatric Association.
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A DISCURSIVE ANALYSIS OF PARENTAL CONSTRUCTIONS OF AD/HD
ABSTRACT
In line with developmental psychology’s assumption that there is a universal standard 
against which fimctioning may be measured, it is suggested that childhood 
‘disorders’,^uçh as attention deficit/hyperactive disorder (AD/HD), have been created 
to enable regulation of children’s behaviour. This study applies a discourse analytic 
approach to interview transcripts of eight parents of a child diagnosed as having 
AD/HD. Their constructions of AD/HD and accounts of the ‘effects’ of the diagnosis 
were examined. Psychology’s socio-political stance in the maintenance of the 
dominant ideology of the ‘ideal’ family is considered in relation to these and to 
constructions of children’s ‘needs’, and of those best ‘qualified’ to meet these ‘needs’. 
The analysis suggests that whilst parents constructed diagnosis of AD/HD as 
‘beneficial’, different themes also emerged which undermined this. Therefore they 
positioned themselves and were themselves positioned by a number of discourses 
related to this ‘disorder’. The implications of this are explored.
Key words: AD/HD, disorder, social construction, counselling psychology, discourse 
analysis
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A DISCURSIVE ANALYSIS OF PARENTAL CONSTRUCTIONS OF AD/HD 
INTRODUCTION
Today’s parents are confronted with a barrage of media coverage on the ‘disorder’ 
now known as attention deficit hyperactive disorder (AD/HD). Whilst AD/HD is the 
subject of much controversy, it is also the most commonly diagnosed ‘disorder’ of 
childhood both here and in the USA (Barclay, 1990). ‘Prevalence’ is thought to be as 
high as 1% of the UK child population, and may be as high as 10% in the USA 
(Taylor and Hemsley, 1995). The major ‘symptoms’ of AD/HD are inattention, 
hyperactivity and impulsivity (American Psychiatric Association, 1995). Controversy 
centres around the different views of the ‘disorder’ held by medical professionals, 
ranging from those who see it as an ‘illness’ to those who see it as a result of ‘poor 
parenting’ resulting in ‘naughty children’. Neither view gives credence to the 
importance of social, political or historical factors. In line with counselling 
psychology’s postmodern ideological position (Clarkson, 1998), in this study these 
factors will be considered as being intrinsic to the creation and usage of the term 
AD/HD.
AD/HD is classified in the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition, DSMIV, (APA, 1995), as a ‘mental disorder’. The ‘problem’ is seen 
as residing i/75/t/e the ‘individual’; social context is ignored rather than being seen as 
something the individual is inevitably embedded within. Parker et al. (1995: 47) say 
that the “diagnostic measures against which we are compared.... try to appear as 
objective truths, minimizing diversity and contradiction”. However constructions of 
what is ‘normal’ or ‘abnormal’ are inseparable from the cultural context. Thus 
changes in notions of sexuality led to homosexuality no longer being listed as a 
‘disorder’ in DSM IV since it no longer serves a purpose. This paper is informed by 
these assumptions about ‘reality’ which, it is suggested, are socially constructed 
narratives, which in themselves create their own ‘deviances’. Such narratives 
disempower not only the ‘AD/HD child’ but also their parents. Distinctions are drawn 
between ‘mad’ and ‘bad’ leading to psychology becoming an ‘agent of socialization’ 
which informs not only institutions such as schools, but also parents (Stainton Rogers 
et al., 1995).
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In our society the ‘ordinary person’ is expected to seek ‘expert’ advice. Parents are 
faced not only with newspaper articles and TV programmes which present (often 
contradictory) ‘facts’ about AD/HD but also with experts, generally with a medical 
background, each presenting them with the ‘right’ way to treat their “disabled child” 
(Reid, 1996:256). Traditional constructions of childhood promote a view that infers 
there is only one correct way of ‘being’ which is centred around an ability to conform 
to a rigid set of rules. These rules are presented as a means of ensuring that parents 
meet the child’s ‘needs’. Woodhead (1990) suggests that these very prescriptions of 
children’s ‘needs’ function to serve those who create them rather than serving the 
children. For example, do all children ‘need’ a formal full-time education for a 
minimum of eleven years, or does this serve as a baby-sitting service on an enormous 
scale thus leaving parents free to provide a work force in an industrialised society?
Just what role do children play in life today in a western industrialised culture? 
Scheper-Hughes (1989) suggests children now have little ‘value’ economically but 
can perhaps be viewed in terms of their psychological worth. Unlike at any other time 
in history, children are now planned; people are in a position to choose whether they 
want children or not, and if so, how many -  and whether or not to give birth to an 
‘abnormal’ child. There is even the prospect of future technology allowing parents to 
choose the sex of their child. The parents plan and work towards getting the child they 
want (the child that fits into the current sociopolitical environment) and follow the 
prescribed rules to ensure that she/he ‘develops’ as she/he should. In this culture of 
normalising and prescribing, if the child does not meet the required standard they are 
labelled ‘ill’ or ‘abnormal’ leaving parents feeling that they, and their child, have 
failed to make the grade.
Psychology is one of the main players in this grand ‘social hygiene’ plan. Critics of 
developmental meta-theory such as Harrè (1983) argue that psychology’s ‘norms’ are 
founded in culturally derived stories, and are often reliant upon results obtained ft'om 
experimental settings which omit crucial factors such as the obligation people feel 
under to ‘perform’ in such unnatural settings. Harrè also suggests that grand theories 
of development such as Piaget’s cognitive stage theory do not allow for alternatives 
and merely prescribe ways that a particular society expects a child to behave.
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Traditional psychology thus creates self-fulfilling prophecies; conform or be viewed 
as ‘abnormal’ (Burman, 1994). Counselling psychology offers an alternative view 
with “its respect for the subjective truths expressed in the ‘little narratives’ of our 
individual lives, its celebrating and valuing of difference and in its espoused intent to 
empower” (Strawbridge & Woolfe, 1996: 625).
Psychology has long been embedded in ideology about the ‘self and has historically 
positioned the self as a separate entity, as if it can exist in isolation, removed firom its 
sociohistorical context. It is argued by critics of the dominant medical model so 
prevalent in traditional psychology, that just as psychology is largely responsible for 
creating the paradigm of ‘childhood’ and the ‘normal child’, it has also rhetorically 
constructed an ideology of a ‘self (Gergen, 1989). Theories which “contrast the 
individual (i.e. the ‘self) with society, as natural pairs in a balanced dichotomy”(words 
in brackets mine) (Potter and Wetherell, 1987:101) fail to consider the inevitable 
dialectic between the individual and the social. They do not attempt to establish the 
source of the very idea that we have of ‘self which is somehow removed from the 
rest of society, and which it can be argued is created by the warranting voice of the 
dominant forces in society. Cushman (1990:600) notes that attempts have been made 
to “reorient psychology’s perspective”. He suggests that current (traditional) 
psychological philosophy has created a: “self-contained individualism (and) 
constructed the current configuration of the bounded self, the empty self’(ibid., words 
in brackets mine). This empty self seeks to be ‘filled up’ not only by consumer goods 
but also by therapists, and also for many as this study indicates, by their children.
In a therapeutic setting, an approach which attends to the importance of social context 
in the formation of individual meaning, and allows considerations of alternative 
discourses around the child and ‘AD/HD’, can offer an alternative for parents to a 
therapeutic approach that is more grounded in notions of ‘reality’. Soal and Kottler 
(1996:133) found that encouraging clients to question dominant truths in a 
therapeutic setting appeared to assist people in removing themselves from “the 
regimes of truth that determine their narratives and subjugate their lives”. Traditional 
approaches may remain entrenched in discourses o f ‘illness’ and ‘disorders’ requiring 
‘diagnosis’. They adhere to the view that the ‘problem’ is located within the child/the
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family, and promote the ideology that there is a normal way of being. An alternative 
constructionist view proposes that AD/HD should be seen as embedded in the 
“reciprocal transactions between person and situation, rather than as an individual 
medical disorder requiring only behavior planning and medication” (Levine, 1997: 
207). Breggin and Breggin (1995) comment that it is the world that is disordered, 
rather than the children who have disorders. Counselling psychology should be wary 
however that there is a limit to the extent we can engage in a deconstruction, and 
indeed construction, of psychotherapeutic discourse (Parker, 1999). We cannot 
escape from the fact that we are part of a reflexive process, both as interviewer in 
research, and as therapist in the consulting room
As noted by Harper (1994) the area of mental health has been increasingly linked to 
qualitative research methods. Perhaps this is because “it may be the voice that carries 
through the sense of the phenomena under investigation, while the quantitative 
research component circumscribes the scope and extent of the topic” (Banister et al., 
1994). Counselling psychology encourages qualitative research models of research 
and takes the position that when the ‘objects’ under investigation are people, rather 
than substances such as chemical elements, a search for consistency may be less 
meaningful that a focus on variation. We are all different and we all “act within the 
flow of time” (Stainton Rogers et al., 1996).
This study applies a qualitative methodology, discourse analysis, to transcripts of 
interviews with parents of children labelled as having AD/HD in order to examine the 
“discursive investments” (Soal and Kottler, 1996) in the dominant ideologies 
highlighted above, to examine these ‘realities’ and thus consider ways they may be 
questioned during the therapeutic process.
METHOD
Participants
The study was focused on parental constructions of the AD/HD diagnosis and 
therefore participants were required to be the parent of a child previously diagnosed 
as having AD/HD. There were no further restrictions on participants other than they 
all had to have a good command of the English language to enable the collection of an
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expansive set of data. The methodology takes differences into account and does not 
require a rigid ‘normalisation’ of participants.
Eight parents were interviewed and will be identified by pseudonyms. They were 
interviewed individually except one married couple who preferred to be interviewed 
together. The seven interviews were carried out at the participants’ homes with the 
author. Participants were recruited fi*om an AD/HD support group and from two 
separate private institutions that provide tutoring for both parents and children. The 
author was previously an attendee of an AD/HD group and has a child diagnosed as 
having AD/HD. Parents seemed to welcome the chance to air their views on their 
child s diagnosis, perhaps as their voice is often lost in the mire of ‘expert opinion’.
Procedure
All participants agreed to take part in the research and signed research consent forms 
which outlined details of confidentiality and formed an agreement to be taped and for 
the tapes to be transcribed anonymously (see appendix I). Participants completed a 
demographic information sheet (see appendix II). The author followed a semi­
structured format based on the interview schedule attached (see appendix III). This 
mainly covered questions related to the background to the diagnosis, and the effects of 
the diagnosis. The open-ended questions were supported by probes when appropriate 
(see appendix III). This enabled participants to give their accounts of their 
experiences of having a child diagnosed as having AD/HD. The interview schedule 
was devised to draw on the theoretical notions outlined above in order to look at ways 
that dominant discourses create and perpetuate a view that ‘different’ is ‘abnormal’
though there was additional scope for the participants to cover what they considered 
to be relevant.
This interventionist style was favoured as Potter and Wetherell (1987) note that this 
enables more heterogeneous accounts to be given. Before the interview parents were 
reminded that they could stop at any point should they find any issue distressing, and 
after the interview they were asked if they required any therapeutic support as a result 
of the interview, though none of the participants said that they had felt distressed at 
any point. The interviews lasted approximately one hour and were audiotaped.
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Method of analysis
The interviews were transcribed (see appendix IV for an example of a transcript) and 
analysed using a discourse analytic approach because of its social constructionist 
epistemology. This allows for an investigation into the discursive construction of 
parents’ experiences whilst giving consideration to the historical, social, economic 
and political context in which they are embedded. Thus the analysis is both 
sociopolitical and psychological. ‘Discourses’ are seen by Burr as “systematic, 
coherent set(s) of images, metaphors and so on that construct an object in a particular 
way” (Burr, 1995:184). Discourse analysis enables a deconstruction of taken for 
granted linguistic terms such as ‘disorder’, ‘normal’, ‘AD/HD’ and even the 
traditional notion of ‘childhood’, and enables consideration to be given to the function 
of these discourses, and indeed who they serve.
The analysis in this study will broadly follow Potter and WetherelTs (1987) ten stage 
analysis, but will also use a more detailed analysis derived from conversation analysis 
(Atkinson and Heritage, 1984). Both a global consideration of the text’s rhetorical 
functions, and a more detailed micro-level focus are considered necessary, with the 
former grounded in the latter, to enable consideration of the functions the language 
used was fulfilling (Coyle, forthcoming; Potter, 1996). This approach sees language 
as constructing psychological and social states and examines how participants’ 
experiences are linguistically constructed. Transcripts were read several times to note 
what functions were being fulfilled by the language used, and although they were 
approached with a predetermined broad analytic focus (i.e. the nature of the 
construction of parental accounts of AD/HD and their investment in psychology’s 
dominant ideologies) the themes within the analysis were constructed through 
repeated examination of the transcripts or ‘texts’.
Evaluating the Analvsis
The analysis offered in this study was the result of interpretations as outlined above, 
followed by discussion with the research supervisor to decide what was deemed to be 
the most persuasive and useful to the topic under consideration. Each participant’s 
response was viewed as a relevant source of socially constructed narratives within a 
broader social context. In line with post-structuralist thinking, the researcher is
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viewed as part of the analytical process rather than as an objective bystander, which 
should not be seen as a negative feature of this approach but rather: “should be seen as 
part of a process making research more accountable, more transparent and easier to 
evaluate” (Coyle, forthcoming). Thus the analysis offered is the result of individual 
readings of the interview schedules and is not claimed in any sense to be ‘objective’. 
Rather a purposeful interpretation is offered, with the researcher positioned as a 
trainee counselling psychologist and as a parent of an ‘ADHD child’. As a mother of a 
child diagnosed as having AD/HD with the benefit of ‘insider’ knowledge, and the 
financial means to pay for support from the private sector, I was interested in finding 
out how other parents position themselves in response to having a child exhibiting 
‘challenging behaviour’ and to hear whether they felt more supported once a 
diagnosis had been reached. This meant that in the analysis I was interested in 
constructions that both matched and contrasted those of my own. As a trainee 
counselling psychologist I was eager to hear what these parents had to say in order to 
consider how best to utilise discourse analysis as a form of intervention when working 
with parents, not only of a child diagnosed as AD/HD, but any parents. It was hoped 
that insights would be generated that could be incorporated into existing interventions. 
This will be considered frirther in the discussion section.
In light of the influence the above positions have on the author’s “speaking position” 
(Burman, 1994), it is not possible to apply traditional evaluative criteria such as 
reliability or objectivity to this study. The researcher’s interpretations are however 
linked to quotations from parents throughout to enable the readers to assess for 
themselves the persuasiveness of the analysis.
ANALYSIS
Notes: Only direct quotations are in double inverted commas: “...”
In quotations, denotes text that has been omitted
Demographic Information
Five mothers and three fathers of a child diagnosed as having AD/HD took part. The 
mean age of the participants was 43.6 years (range 32-51: SD = 6.6). All participants 
lived in the south of England and had resided in the United Kingdom for at least the 
past five years. There were four single parents and two married couples interviewed.
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The educational backgrounds varied, some held no formal qualifications, others had a 
degree or a professional qualification. Several of the participants had professional 
employment status. Two were not in formal employment.
The ‘Need’ to be ‘Normal’
In all the transcripts the dominant ideology of a ‘reality’ in the term ‘normal’ child, or 
‘normal’ family is apparent. ‘Conflict’ and ‘different’ behaviour are within the 
majority of narratives constructed as ‘abnormal’, and sometimes pathological; the 
problem is located within the child. Some of the texts however locate the ‘problem’ 
both as located within the child and as a cultural/social construction (see next 
section).
Parents responses to the question “What kind of concerns did you have about your 
child’s behaviour?” commonly centred around disruption, lack of conformity, 
difference (from other children) and lack of respect for authority. Terry in the 
following narrative demonstrates this:
Well, general rebellion there was no respect for authority or adults in
general... Wilfulness, strong w ill.... Unconcern for being in trouble, it didn’t 
matter, a desire to become the centre of attention at almost any cost.
His remark “it didn’t matter” could be seen as a rhetorical device to illustrate the 
polarity between his construction o f ‘what matters’ and his son’s. “Being in trouble” 
mattered very much to him but not to his son. Later on Terry says teachers responded 
badly to this behaviour:
With one exception, a nursery school teacher who considered his, um... 
strength of character to be an advantage, but then she wasn’t trying to teach 
him, she only had to entertain him
This dismisses her view of his behaviour as “strength of character” as irrelevant, she 
“only had to entertain him”. A construction that does not ‘match’ that of the ‘experts’
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is rejected and her opinion is devalued. The use of the word “only” seems dismissive 
and suggests that this activity is unimportant compared perhaps to ‘proper’ teaching. 
Although the question “what did you think the behaviour meant?” was asked, this was 
not responded to. The behaviour seen as ‘problematic’ was described, but a search for 
possible reasons for the child’s behaviour (e.g. for the “desire to become the centre of 
attention”) was not mentioned.
A divorced mother of four daughters, Nicola, called on the use of ‘non-human’ 
metaphors to talk about her daughter’s ‘difficult’ behaviour:
Her behaviour was completely beyond the pale, the noise level was extreme, 
her persistence level was extraordinary, ah, a lack of willingness to please 
which I’d never come across in the other children .. .there was this slippery
eel...she used to move at the speed of light she was like a wild
monkey..and she was practically feral. ...none of it at all like having a child as 
I’d known it before— It helped me a lot to have had her fourth,um, because I 
knew what the norm was and I wasn’t running about blaming myself.
She comments on the lack of willingness to please as one of the ‘causes for concern’ 
and uses extremes to construct her child’s behaviour as alien, removed from ‘normal’ 
human behaviour (“move at the speed of light”, “her persistence level was 
extraordinary”). Thus again the ‘problem’ is located within the child who is 
‘different’ from other children. In constructing her other children as “the norm” this 
child’s oppositional behaviour is constructed as ‘abnormal’. Having three ‘normal’ 
children enables her not to “blame” herself, which suggests that she would have felt 
responsible for this child’s ‘problem’ had she been an only child.
The Challenge to Psvcholosv’s ‘Individualism’
Douglas, a father who constructs himself as middle class, talks about the ‘dangers’ of 
diagnostic criteria. He has experience of working in a positivist scientific background 
and although initially he was eager to have a ‘diagnosis’ his view changed on the 
usefulness of diagnostic labels when his daughter became worse as a result of the 
diagnosis and the medication given. He perhaps positioned the interviewer as a fellow
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researcher and thus as someone who could ‘spread the word’ about the dangers of 
diagnosis:
One of the reasons that we have had different labels for Julie’s behaviour at 
different stages is that her behaviour has been materially different.... (but) 
unless I know what causes them I cannot know what interventions are needed.
He is constructing the reasons behind the behaviour as more relevant than the label 
attached to them. He continues:
We’re talking about something which might be a general part of being human 
but which.. .turns into what we label as a, as a disease condition when it 
becomes, exceeds a certain degree of severity, you draw the line where 
someone has a problem with life.
His daughter s problem has had several different labels and rather than reifying the 
disorders (e.g. he refers to ‘AD/HD’ and ‘dyslexia’ during the interview) he puts 
them in their sociopolitical context. He positions the ‘disorders’ as constructions that 
serve a purpose within the wider medical discourse. It is not a ‘reality’ that she has 
had different disorders at different tunes but it has served a purpose to attach the 
labels as part of a wider discourse, particularly related to control in the school 
environment. He says, “they turned what was actually a teacher problem into a child 
problem”. In this case he positions the requirement for children to behave within 
normal boundaries as a device to make life easier for professionals such as teachers. 
Both he and his wife, who is a teacher, are well informed about ‘disorders’ such as 
ttnd dyslexia, and about the education system, and position themselves as 
‘experts’, better placed to understand their daughter than ‘outsiders’. Social 
constructionism treats the dominant views that there are actually ‘normality’ and 
reality as discourses which are claiming to be the truth, and which originate “in the 
discursive culture that ...people inhabit” (Burr, 1995: 50).
Thus a culture in which every child is ‘expected’ to conform to certain rigid regimes 
such as compulsory schooling for seven hours a day, five days a week, creates a
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narrative that lack of conformity is ‘abnormal’. All the parents, at least some of the 
time, reified a set of behaviours and constructed them in line with medical diagnosis 
as AD/HD. However, four of them also gave an alternative construction and switched 
fi-om constmcing AD/HD as an internal ‘condition’ to noting the sociopolitical 
implications: i.e. they are themselves saying that AD/HD is culturally defined, and at 
times therefore move away from the individual/society polarity discussed earlier.
One mother, Antonia, noted the difference between British and South American 
culture, commenting on how much easier it was for her son in South America where 
the school hours are shorter and she also says:
It’s not so restricted. I think over there they give more fi-eedom to a child than 
they do here, here you, everything you do you have to be con .it’s controlled. 
For a child like they are where there’s so much energy it’s really hard for 
them, and over there at least people will understand his exuberance. Like in 
England they don’t understand the way he talks, he talks, he talks.
His mother, within South American culture, constructs him in non-problematic more 
positive terms. His behaviour is due to an excessive amount of “energy” and to 
“exuberance”. South America is represented as culture in which children, and 
families, are less entrenched in dogmatic rules with fewer demands made on the child. 
She constructs England as being a society in which people in general are expected to 
exhibit control thus suggesting that it is particularly difficult for an “exuberant” child 
to meet these expectations.
Nicola noted the difference that living in one part of this country compared to another 
can make:
Her living up in the country growing up was perfect because I couldn’t have 
contained her in the city... it made it possible for her to be very wild... 
without anybody being particularly worried... .she was part of my 
schizophrenic need after a move out of London to er let her be free and I found 
it a huge relief.
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Her earlier comments about her wild “practically feral” child being “completely 
beyond the pale” becomes a need for freedom which is acceptable “in the country”, 
nobody was particularly worried” in this environment. Her behaviour was no longer 
the ‘problem’ that it was in “the city”.
It is interesting to note that both Nicola and Antonia whose constructions above of 
their child’s ‘problem behaviour’ are not embedded in psychology’s individualist 
ideology. Both construct their ‘AD/HD’ children as having many ‘positive’ qualities, 
more so than other parents interviewed. Hartmann suggests a “different perception” (a 
more positive one) is possible when considering the behaviours associated with 
AD/HD (Hartmann, 1993) and that we do not have to ‘buy into’ the negative 
problematised view currently being promoted.
Professionals as the Experts
In all the transcripts professionals are constructed as ‘child experts’: their advice is 
sought for guidance, for reassurance, and for support. None of the parents interviewed 
talked about seeking support from other sources. In response to the question: “Have 
you or anyone else ever questioned the diagnosis?” Terry says:
I think, um, I have, perhaps wrongly, I do believe doctors when they tell, if 
you come to the conclusion having spoken to them that you think they’re 
alright, they re good, then, perhaps I’m wrong, I tend to believe them, perhaps 
I shouldn’t, so I believed them and only later on you think, well, I ought to 
check because he hadn’t been seen for a number of years by anybody.
He seems to be using self doubt as a device to inform the interviewer that whilst on 
one hand he seems to accept the word of doctors, he himself questions the wisdom of 
this. By doing so three times in one response (“perhaps wrongly”/ “perhaps I’m 
wrong / perhaps I shouldn t ) he repeatedly emphasises that he is aware of his own 
failing and that he corrected the situation by checking the diagnosis at a later stage, 
thus letting the interviewer know he is not as naïve as he may seem, that he has 
considered an alternative view. In using this device he could be inoculating himself
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against sounding irrational or prejudiced. Alternatively, this could be a rhetorical 
device to do the opposite; to manage the issue without directly stating T think I’m 
right’ however it is implied. By switching from talking in the first person “I think.. I 
do believe” to using impersonal constructions “if you come to the conclusion ..that 
you think they’re right..only later onyou think...” he is becoming more passive, 
virtually becoming a bystander, indicating that perhaps others do the same thing and 
believe doctors unquestioningly. The dominant medical discourse of diagnosis, 
prescription and so on authorises ‘experts’ to take control “the doctor is produced as a 
subject with a particular authority, knowledge, skills and so on... As psychological 
discourses generate new entities, they also generate new positions fi-om which to 
speak” (Potter, 1996: 87).
Later on when asked if he has any views on a ‘cause’ of AD/HD Terry says:
I’ve never had anything that anybody’s ever suggested that could be used with
sense of reason as a cause Nobody’s ever told me and I’m not qualified to
judge.
Rather than giving his own views on what might ‘cause’ AD/HD he states he is 
unable to comment due to the lack of external, presumably ‘expert’, opinion. Parents 
in every interview talked of their desire for guidance firom those who they saw as 
being better informed, more knowledgeable than themselves. This powerful discourse, 
the ‘need’ for ‘expert’ opinion serves to reinforce the power of institutions such as the 
medical profession, education and the psychologists. The use of extreme case 
formulations: “I’ve never had anythingXhsi anybody's ever suggested....Nobody’s 
ever told m e..” perhaps serve to emphasise a powerless position. His reluctance to 
give his own ‘view’ is an indicator of the way the ‘experts’ have adopted such matters 
as their ‘territory’. Older more ‘experienced’ relatives such as mothers, fathers, 
grandparents were not mentioned as possible sources of support in this or any other 
text.
The lack of authority ascribed to other older family members, in a society which, 
despite growing numbers, increasingly devalues older members, shifts responsibility
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to the ‘experts’. In postmodern industrialised western society few families are located 
in close proximity to other family members and the role of the extended family is 
diminished. Cushman (1990) sees forces such as industrialisation and urbanisation as 
responsible for developing ‘helping’ professions which seem to support the secular 
self, but are actually active in creating an ‘empty self. The very self needing 
professional ‘support’ is created to enable greater control. This father seems 
embedded in this construction, not just of his child, but also of himself, as helpless.
Parents it seems are caught up in the ‘normative theories’ discussed earlier which set 
out ‘prescriptions’ of children’s ‘needs’ (Burman, 1994) and seem from the transcripts 
to construct themselves as incompetent to deal with their own children. Nicola says:
I think you’re really much better off to make sure that you keep yourself in the 
hands of child experts if you know you’ve got something complicated on your 
hands.
By referring to her daughter’s behaviour as “something complicated” this mother is 
positioned within a discourse that constructs certain behaviours as ‘difficult’ requiring 
external management. The phrase “keep yourself in the hands of child experts” 
suggests parental ‘hands’ cannot cope without being held, protected by ‘expert 
hands’. Through a medical discourse, ‘specialised knowledge’ gives warrant to 
provide ‘treatment’ whilst the parents are addressed as ‘carers’ who can support the 
‘medically’ (or ‘psychologically’) ‘qualified’ ‘experts’ (Burr, 1995). There is much 
talk about experts in all the transcripts but few qualify who the experts are and what it 
is that makes an ‘outsider’ more expert than a parent. Perhaps parents place a limit on 
what is the domain of the experts (i.e. knowledge about the ‘condition’ AD/HD) and 
what is the domain of the parent (i.e. knowledge about their own children). The 
additional knowledge that is being sought in these cases is perceived as a knowledge 
about ‘a condition’ rather than about their child, as if the behaviour is not really part 
of the child.
For example Nicola does not construct all professionals as ‘experts’:
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You can’t really trust primary school teachers, very many of whom are not 
really either qualified, or neither as qualified nor as experienced as I am, and 
so that’s a fat lot of use.
In this extract teachers are presented as lacking knowledge about her child’s 
‘problem’. The fact that their level of expertise on this topic is represented as less than 
her own leads them to being dismissed as worthless with the colloquial term “a fat lot 
of use”. The injection of humour into a negative construction of the teaching 
profession serves to construct the situation as ludicrous, indicating that teachers 
should know about such issues. It is also worth noting that elsewhere in this 
transcript she comments that the AD/HD diagnosis was not meaningful, or helpfiil, 
and says that she views her child as an individual with her weaknesses and strengths, 
so did not find the ‘label’ useful; yet here she feels teachers should know about ‘it’. A 
discourse constituting a set of types of behaviour as a ‘disorder’ is used in some 
situations, but is discarded in others (see next section).
As a resourceful competent parent she feels the diagnosis is meaningless, but as a 
person who needs to help their child ‘conform’ at school, the diagnosis becomes 
useful. A child may be more acceptable as a ‘non-conformist’ if they are seen to have 
a problem, a ‘disorder’.
The following extract comes from a mother who lives alone with her son, who is 
diagnosed as having AD/HD, and her young daughter. She felt victimised by the 
‘experts’ and said:
Antonia: So all the fault was me, and his father is a psychologist, yes?
Annie: Is he? (laughs)
Antonia: Yeh, so and he’s got ADD.... because he was a psychologist I 
thought maybe he’s right ...you can go and explain the situation to them, they 
will never accept it because I am only a mother, yes?
In this case the ‘expert’, a psychologist, is also a family member, and an AD/HD 
‘sufferer’ but the professional status is seen as ‘outweighing’ the other two factors. As
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a non-professional, “only a mother” she is impotent, and unable to make her voice 
heard. On one hand she queries her own right to question “because he was a 
psychologist I thought maybe he’s right” yet she then says she tries to give her point 
of view but “they will never accept it”. The use of the extreme case “never” indicates 
her frustration, as does the use of the word “on/y a mother”. The mother struggles to 
locate herself in a position of authority over decisions related to her child, yet has 
limited access to any power. This is particularly noticeable in the transcript of this 
mother who is single, without substantial financial support and living in a foreign 
country thus having limited contact with her extended family.
In contrast to this, another single mother, comments on how fortunate she has been 
due to her financial situation; she has not had to rely totally on the ‘experts’. She has 
been able to find support in the form of staff at home, and private schooling and 
private medical advice:
Many hands was the support. It was very important, there was a nanny, there
was a cleaning lady it would have been a lot worse for other people.
Dominant ideology however is embedded in psychology’s grand narratives, and these 
fail to take such factors into account. Parents seem to be locked into a dichotomy in 
which there is confusion about who is responsible for children and have no sense of 
being in any kind of partnership with ‘the experts’. On one hand parents struggle with 
a discourse constructing them as responsible for their own children, to blame when 
their child deviates’ in any way from normal behaviour’ (see previous section), yet 
on the other they are constructed as inadequate and requiring ‘professional help’ if 
their child does deviate from this ‘standarised’ path. All the parents interviewed 
placed themselves within this hegemonic discourse differentiating between expert and 
‘lay’ knowledge about their child’s ‘abnormal’ behaviour, and sought support from 
‘experts’ rather than from social circles or from family members.
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Parents’ Views of the Diagnosis
In his study into the diagnosis of paranoia Harper (1994) notes that more attention 
should be paid to language in the area of psychiatric diagnosis. The discursive 
repertoires in the texts of these parents construct diagnosis as both ‘helpful’ and 
‘unhelpfiiT. Nicola, early on in the interview when asked about what concerns she 
had about her daughter’s behaviour, said she sought expert help because her 
behaviour was “completely chaotic”, “unexpected” and “different” from that of her 
other three daughters. In this context she constructs the diagnosis as “a good thing” as 
it confirmed her suspicion that her daughter had inherited the AD/HD from her father: 
“At least he’d (the psychologist) confirmed it (the diagnosis) which was a good 
thing.” Later on however when asked “what are your thoughts about the diagnosis?” 
She then said “I think it was completely unimportant really. I don’t see it as being a 
particularly important thing”. She had been talking about the importance of her 
acceptance of her all aspects of her daughter, and at this point was focusing on her 
positive ‘qualities’, and said “I think she got better with the age, I don’t believe it was 
anything to do with the diagnosis”. Perhaps she positions herself as a proud mother 
here which leads to minimising the importance of the diagnosis: there is more to her 
daughter than an AD/HD label. ‘Inconsistency’ such as this highlights the difficulty in 
attempting to find out in a more positivist ‘scientific’ manner what people ‘really’ 
think about AD/HD — or any other medicalised term. Not only are such constructions 
culturally defined, but they also have different ‘meanings’ to the same person 
depending upon where they position themselves at any given moment in time. The 
interviewee is positioned by the interviewer, in this case as a mother of a child 
diagnosed as having AD/HD, and also positioned by the topic under discussion, the 
question asked etc. At one moment this mother is talking as someone who was placed 
in a relatively powerless position by an ‘expert’, but at another positions herself as 
someone who is the expert on her child.
Several of the texts construct diagnosis as providing relief from guilt. When asked 
how she felt after the AD/HD diagnosis was made, Antonia said “all the guilt I had 
for six years just in a way, like disappeared”. This constitutes the diagnosis as having 
an almost magical quality; it made “all the guilt” just “disappear”. It also removed her
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fears for him “for me it was a breakthrough... .then he wasn’t mad, he wasn’t stupid”. 
Within a dominant discourse which constructs ‘different’ as ‘abnormal’, she uses a 
linguistic repertoire which constructs one diagnosis as more ‘socially acceptable’ than 
others may be. AD/HD provides relief from the fear he may be “mad” or “stupid”. In 
answer to the question: “Did it have an impact on the way you felt about him?” she 
stated:
Suddenly by knowing what he had then I can understand and I can appreciate
what he can afford me and what I can offer him it changed completely
the way of looking at the child.
The diagnosis led to her constructing her son, and his ‘problem’, differently.
Carrie said the diagnosis was useful and that her daughter was “very happy to have a 
reason why her brother was different”. The diagnosis gave her the “reason” for his 
behaviour therefore she is “happy” despite the fact that Carrie says repeatedly 
throughout the interview that there has been no change in her son’s “difficult 
behaviour” since diagnosis, and no help had been provided. Carrie: “He has had no 
help whatsoever”. It seems that in several cases above, having a “reason” (a ‘label’) is 
constructed as making life more tolerable, yet as this mother says, the ‘label’ does not 
necessarily lead to external changes. In the social context, diagnosis is placed within 
an empiricist, medicalised, discourse which gives credence to the idea that 
professional opinion is ‘objective’ -  and ‘scientific’ -  and 'helpfuV. An alternative 
view suggests that “diagnoses reflect the actual positions real people find themselves 
in, for example as young unemployed single mothers or unemployed black men” 
(Parker et al., 1995: 47) -  or as children who are unwilling to be forced into a 
normalised set of behaviours.
The diagnosis in several transcripts was constructed as a legitimate means of 
establishing a genetic ‘cause’ for the ‘problem behaviour’. Carrie: “I’ve heard it is 
hereditary...They made it very clear that it wasn’t the parents’ fault”. The 
reductionalist ideology that places biological ‘explanations’ for ‘problems’ with the 
‘individual’ is so pervasive that it is part of many people’s ‘taken-for-granted’
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‘reality’. Carrie constructs the ‘hereditary’ status of AD/HD as fact (“it is 
hereditary”) which removes ‘blame’ from the parents. Sue says: “My father-in-law is 
where he got it from, he has (laughs) ADHD himself... .1 get all my problems from 
this man”. Her father-in-law is not named but labelled “this man” to distance herself 
from the ‘cause’ of all her “problems”. Not only is “it” her son’s “problem” but it is 
constructed as her “problem” too. She is caught in a dominant ideology which 
positions parents as responsible for their children’s ‘problems’. Perhaps the social 
stigma of AD/HD is such that parents can protect themselves by buying into the 
genetic discourse which then removes the ‘blame’ from them. However, as Sue’s 
husband says, his father was not actually diagnosed as having AD/HD, they are 
merely constructing his current behaviour as ‘proof that he “has it himself’ and is 
therefore the ‘source of the problem’. Peter, whilst agreeing that his father is 
implicated in the ‘cause’ of their son’s AD/HD, adds that Sue’s father too provides a 
“link” to their son’s AD/HD, thus the ‘blame’ does not lie only with his family:
We can see where it’s come from, I don’t think Sue or I are particularly 
particularly similar char.. .characters to that, and certainly my father is a very 
difficult character and would definitely have been diagnosed as ADHD if he 
had had the diagnosis 60 years ago, and I think Sue’s father too was a difficult 
character at school, he always got into trouble, so we can see the link there if 
you like, on the missing generation.
He was also “a difficult character at school, he always got into trouble”. This is 
presented as reality, rather than as hearsay. The use of the extreme case formulation 
“always” emphasises his extreme behaviour (it was not just the odd occasion) and 
strengthens its presentation as a ‘fact’. The link is with the previous generation not 
their generation so they are ‘absolved’. They are not ‘responsible’ for ‘giving’ their 
son AD/HD. The genetic link, providing parents with a ‘cause’ for their child’s 
‘problem’ is questioned by Rose et al. (1984: 266) whose view is that: “the relation 
between gene, environment, organism and society is complex in a way not 
encompassed by simple reductionist argument”. Several parents positioned 
themselves within this discourse.
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OVERVIEW
It is important to acknowledge the nature and possible implications of the areas that 
the parents were recruited from and of the discursive context of the interviews. As the 
parents were drawn from both self-help groups and private ‘special’ schools (one fee 
paying), it could be argued that the discourses identified from the interviews are 
embedded within a discursive context shared by parents who are in a position to seek 
assistance. Indeed, the very fact that anyone is willing to take part in a research 
project suggests they may be more likely to engage in ‘doing something’ about the 
‘problem’. It would be interesting to analyse transcripts from interviews with parents 
who have not sought external help, though this would be a difficult group to recruit. 
The majority of the parents interviewed (75%) had a degree or similar level of 
professional qualification, thus parents coming from more diverse social groups 
would perhaps provide some more varied data. It is acknowledged that the 
participants were selected from a somewhat restricted environment, though the links 
with the interviewer in terms of having an AD/HD child, and being from a similar 
social group may have added to participant co-operation. Several identified these as 
reasons for being willing to take part in the research.
Rather than interviewing parents individually, or as couples, data may be elicited from 
focus group interviews where parents could share, and dispute, each other’s views. 
Interviewing one couple may be seen as constituting a different discursive context to 
that of the individual parent interviews. It is however acknowledged in discourse 
analysis that ‘standardisation’ is not possible in any study. It could be argued that the 
presence of the other parent in the home at all, or of children, are also ‘different’ 
discursive contexts. If there had been space, other themes that were identified such as 
the difference in father’s and mother’s constructions of their ‘role’ in ‘solving the 
problem’ of their child’s behaviour could have been discussed. This also may a topic 
for further study.
Most of the literature that is cited in this study is from British or North American and 
there are grounds for hypothesising the constructs highlighted are mainly western 
industrial cultural constructs: ‘AD/HD’ does not exist in many parts of the world. It 
may therefore be useful to carry out research in other parts of the world.
118
In the analysis parents are seen as constructing themselves, and also as constructed by 
dominant ideology, as powerless. A recurring theme is the search for the ‘ideal’ child 
who fits psychology’s model of a regulated and legislated childhood and who 
provides pleasure to their parents. They are perhaps engaged in a powerful politically 
favoured ‘functionalist’ discourse of the family. Children are no longer in paid work 
as in previous centuries (or as they are in many other cultures) thus they now fulfil a 
role as part of the “sanitised, conflict fi-ee family” (Burman, 1995: 68). They are 
required to attend school, and the education system is geared towards a child who can 
‘perform’ as ‘expected’. They are measured against prescribed ‘norms’ and 
pathologised if they are unable, or unwilling, to slot neatly into their developmental 
pigeonhole. It seems that a major reason that parents seek a ‘diagnosis’ is they are 
attempting to make their child fit this model. Perhaps an AD/HD child is more 
socially acceptable than a ‘rebellious’ child, as they can be ‘treated’ to ensure they 
conform.
Parental narratives of the ‘effect’ of the AD/HD diagnosis are constructed through a 
variety of discursive practices. Some construct it as a “good thing”, others as 
“unhelpful” and several as both. This juxtaposition between different discourses 
perhaps suggests that whilst some of the time parents buy into the dominant medical 
discourse which constructs a ‘diagnosis’ as important, there are times when they 
position themselves outside this discourse and construct the diagnosis as unhelpful, 
even damaging. It seems from the texts that the freedom to position themselves 
outside dominant ideology depends on access to power.
CONCLUSION
It is suggested that the above analyses have implications for those engaged in the 
psychological field. As Pilgrim (2000: 302) suggests “psychiatric diagnoses” focus on 
an artificially created dichotomy between sickness and health, whereas “context- 
specific formulations” enable a focus on a continuity between ‘normal’ and 
‘abnormal’. I suggest that rather than looking for a diagnosis of AD/HD, thorough 
assessment should aim to establish the functions of the disruptive behaviour.
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Some psychiatrists, such as Peter Breggin (2000), support this view and warn of the 
dangers of diagnosis being used as justification for drugging powerless children as a 
means of conflict resolution.
Smail (1993) suggests that therapists should be wary of being “brow-beaten” into 
accepting versions of “truth” and should help clients to become aware of the social 
realities that construct our “experience”. Whilst Pilgrim (1997) warns that it is not 
helpful to render “all reality unknowable”, he suggests however that therapists can 
encourage people to challenge taken-for-granted discourses. Helping people to keep 
sight of the cultural milieu in which they are inevitably embedded and to recognise 
their own speaking position may lead to a co-construction of alternative narratives 
(McNamee and Gergen, 1992). Whilst a discursive approach is necessarily ‘critical’ 
this does not imply finding a ‘correct’ stance. Counselling psychology is wary of 
attempts to establish ‘the truth’, but suggests finding an understanding of how we 
have come to be here. This then inevitably combines the psychological with the 
political - though as the above analysis implies, the two are not mutually exclusive. A 
therapist working respectfully does not attempt to convert anyone to a ‘right’ way of 
living (Parker, 1999). Counselling psychologists as warranted voices can engage with 
‘clients’ in challenging some ‘taken-for-granted’ discourses to work towards a 
reconstruction of ‘abnormal children’, and perhaps of this society’s ‘good enough 
parent’.
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Appendix I
Research Consent Form
This research is concerned with gathering accounts of the ways in which having a 
child diagnosed as having AD/HD affects you, your views on the AD/HD diagnosis, 
and what you feel about the ways that it is dealt with, the help that is offered and the 
information available. You will be asked to take part in an interview related to your 
experiences of, and feelings about, this subject. The questions are designed so that 
you can answer as freely as possible. Parts of your responses may be used in the 
research report to illustrate common experiences among parents. If this happens, care 
will be taken to ensure that you (or any person or organisation that you mention) 
cannot be identified in the report. In making the transcriptions any names will be 
replaced by a pseudonym, and any names that may arise in the interview will be 
deleted. Once transcribed the audiotape recordings will be destroyed. If there are any 
questions that you would rather not answer please feel free to say so, and please do 
not hesitate to ask any questions you may have throughout the interview. 
Additionally, if you require any more information about the research or have any 
questions before we proceed, please do not hesitate to ask before continuing. You are 
free to withdraw from the study at any time without needing to justify your decision.
Please read the following paragraph I f  you are in agreement, sign where indicated.
I confirm that I have read and understood the above information and agree that the 
purposes of this of this research, and what my participation in it would entail, have 
been clearly explained to me in a manner that I understand. I therefore consent to be 
interviewed about my experiences of and my views on AD/HD. I also consent to an 
audiotape of this discussion being made and to all parts of the recording being 
transcribed for the purposes of research.
Signed.................................................................... Date
Please print name...................................................
On behalf of all those involved in this research, I undertake that confidentiality will be 
ensured in respect of the audiotapes and any transcription of same made with the 
above participant. I also undertake that any use of the audiotapes or transcribed 
material will be for the purposes of research only. The confidentiality of the above 
participant will be protected and they (or any person or organisation they mention) 
will not be identifiable to others (who are not already familiar with the circumstances 
described) in the final research report.
Signed.................................................................... Date
Please print name.................................................
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Appendix II
Demographic Information Sheet
Sex:
Age:
Occupation:
Highest Educational Qualification: 
Current Marital Status:
Number and ages of Children:
Country of Residence for the past 5 years:
Ethnic Group: White
Black-Caribbean
Black-African
Black-Other
Indian
Pakistani
Bangladeshi
Chinese
Other (please specify)
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Appendix III
Interview Schedule
This research is concerned with gathering accounts of the ways in which having a 
child diagnosed as having AD/HD affects you, your views on the AD/HD diagnosis, 
and what you feel about the way that it is dealt with: the help that is Offered, and the 
information available. The questions are designed so that you can answer the subject 
areas as freely as possible. The interview will be divided into three sections, the first 
one will be concerned with some background information. If there are any questions 
that you would rather not answer please feel free to say so, and please do not hesitate 
to ask any questions you may have throughout the interview.
Section One: Background to the AD/HD Diagnosis
1. How old is the child (or children) diagnosed as having AD/HD?
2  Is the child a boy or a girl?
3. When did you first begin to feel concerned about your child’s behaviour?
(Prompt: What did you think that sort o f behaviour meant? How did you make 
sense o f it? How did the behaviour alter your child*s and your own life?)
4. How did teachers react to your child’s behaviour? (Prompt: How did that make 
you feel?)
5. How did family and friends respond to your child’s behaviour? (Prompt: How did 
that make you feel?)
6. When was your child diagnosed as having AD/HD?
7. I would like you to tell me how your child came to be diagnosed as having 
AD/HD. To begin with, what led you to seek professional advice about your 
child’s behaviour? (Prompts: What was the sequence o f events leading up to it?)
8. Which professionals were involved in the diagnosis? (Prompt: Who did you see 
first? Who actually made the diagnosis?
9. How did you feel about the way the diagnosis was reached? (Prompt: were things 
explained clearly to you, did the professionals involved appear to communicate 
effectively to each other and to you?)
Section Two: Effects of the Diagnosis
10. Has there ever been any dispute amongst professionals about the diagnosis, either 
when it was initially made or subsequent to this? If yes, how did this make you 
feel?
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11. Have you, or anyone else, ever questioned the diagnosis? If yes, what response did 
this receive?
12. What do you, as a parent, feel about the AD/HD diagnosis? (Prompt: is it 
meaningful, does it in your eyes accurately define your child’s difficulties?)
13. In what ways (if any) did the AD/HD diagnosis affect you? (Prompt: How did it 
make you feel?)
14. How did the AD/HD diagnosis make you feel about your child?
15. What, if any, difference did the AD/HD diagnosis make to your child?
16. Were you offered any support after the diagnosis? (If no, how did you feel about 
that? If yes, what kind of support were you offered?)
17. If you were offered support did you find it helpful? {Prompt: I f  yes, what was it 
about this that you found helpful? How did that make a difference?)
18. Do you feel that there are additional ways you could be helped now, or could have 
been helped in the past (at the time of diagnosis) and if so, what are they?
(Prompt: I f  this has not already come into an answer ask: Do you feel you would 
have benefitedfrom receiving therapy/counselling from a health professional who 
understood AD/HD?)
19. Did you tell your child about the AD/HD diagnosis? If no, why did you decide not 
to discuss this with them? If yes, how did your child respond to this? {Note -  
leave this if already answered}. (Prompt: Would/did the help o f a psychologist 
with knowledge o f AD/HD have made/make this easier?)
20. Do you think as a result of your experience that children diagnosed as AD/HD 
should be told about the diagnosis? (Prompt: What makes you say that?)
21. How did other family members respond to the diagnosis? {Prompt: your 
spouse/partner, siblings, + any other family members you may wish to mention)
22. How did the diagnosis affect you as a family unit?
23. Would you say that, after the initial reaction to the diagnosis, the responses of the 
family are in any way different now? (Prompt: I f  yes, is this a result o f  
therapy/counselling? I f  no, do you think this could have been beneficial?)
24. What about the responses of teachers?
25. Do you think that having a child diagnosed as having AD/HD has affected how 
other people think of you? {Prompts: In what way?)
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26. AD/HD is the most widely diagnosed childhood ‘mental disorder’ in our society, 
and there are differing theories as to its proposed ‘cause’. Do you have any 
thoughts about what might explain your child’s behaviour? What do you think 
caused your child’s AD/HD? {Prompt: What makes you say that?)
27. Have you read/heard other views about the cause of AD/HD? {Prompts: Where 
from -  iffrom media continue here with question: What do you think o f these 
views?)
Section Three: Closure of the Interview
28. I f  this has not been mentioned earlier: Finally, could you tell me if you have been 
aware of any of the media coverage of AD/HD? If yes, what have you seen/heard?
29. How do you feel about this?
30. Is there anything else you would like to tell me about your experiences which I 
have not asked about during the interview?
31. How did you feel about being interviewed on this subject? (Was there anything 
which was helpful or unhelpful about the questions I  asked: in what way was it 
helpful/unhelpful?)
32. What motivated you to take part?
33. Would you be interested in being interviewed again next year if this becomes a 
two part study?
If you have found anything about this interview distressing, or feel that it would help 
to get more support I would be pleased to help you. Thank you for your time and the 
consideration you have given to the questions asked. I would like to reassure you 
again that all you have said today will remain anonymous and confidential.
Prompts to use throughout the interview to encourage participants to give more 
detailed responses:
How helpful do you find that
Could you give an example o f what you mean
What makes you say that
Could you say more about that, or I  would like to hear more about that 
I  wonder i f  you could talk a bit more about that
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Appendix IV
INTERVIEW TRANSCRIPT
1. I: This research is concerned with gathering accounts of the ways in which 
having a child diagnosed as having ADHD/ADD affects you, your views on 
the ADHD/ADD diagnosis, and what you feel about the way that it is dealt 
with: the help that is offered, and the mformation available. The questions are 
designed so that you can answer the subject areas as freely as possible. The 
interview will be divided into four areas, the first one will be concerned with 
some background information. If there are any questions that you would rather 
not answer please feel free to say so, and please don’t hesitate to ask any 
questions that you might have throughout the interview. Is that OK?
2. I: How old is the child diagnosed as having ADD?
3. P: 15
4. I: Is the child a boy or a girl?
5. P: It’s a boy
6. I: Do you have any other children, if so what are their ages?
7. P: A boy, he’s 12
8. I: When did you first become concerned about your child’s behaviour?
9. P: um, when he was about 3 I think, 3 or 4.
10. I: What sort of concerns were they, what sort of problems around the 
behaviour were there?
11. P: am i allowed to stop the tape and think? {Tape stopped for a couple o f  
mins). I would say it was. I’m trying to summarise it, um,well, general 
rebellion. Sorry what was the next question?
12. I: Well, we were talking about the child’s behaviour (umhum) what you 
thought the behaviour meant.
13. P: Well, there was no respect for authority or adults in general, teachers, 
Willfulnes, strong will, unconcern for being in trouble, it didn’t matter, a 
desire to become the centre of attention at almost any cost, any more?
14. I: So how did that affect your life? And your child’s life?
15. P: Very wearing, very tiring, especially if you’ve got other children.
16. I: Thank you. How did teachers react to your child’s behaviour?
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17. P: Badly, with one exception, a nursery school teacher who considered his, 
um, strength of character to be an advantage. But then she wasn’t trying to 
teach him, she only had to entertain him when it came to teaching his lack of 
any respect at all for authority got him into trouble, and the fact that he had an 
able mind and didn’t need to pay attention to all the lesson to understand what 
was going on, then got bored and found it more ftin to disrupt the class
18. I: The teacher’s reacted badly?
19. P: Yes, they didn’t seem to have any concept of what the, problem could be, 
no particular interest in understanding it and no way of coping with it and the 
school had no strategy or discipline regime which was adaptable or effective 
and weren’t they prepared to adapt to invent one cos it took resources they 
didn’t have or were prepared to find (umhum)
20. I: So how did that make you feel as a parent?
21. P: Um, let down, um, fiustrated and um, disappointed I think, I thought, my 
idea of that state schools especially, having gone to some trouble to chose one 
that had a good reputation should have been able to do a better job than that.
22. I: Thank you. How did family and fi’iends respond to your child’s behaviour?
23. P: um, it varied, usually um, with some exceptions, badly because of the 
disruptive nature and generally people were really quite clear that would rather 
um, that they didn’t see too much of him cos it was, difficult and, even family, 
close family eventually run out of patience and um some run out of patience 
earlier than others. Eventually they all do (umhum).
24. I: When was your child diagnosed as having ADD?
25. P: I can’t remember exactly, er 8 years old that was a wild guess, it wasn’t a
wild guess, it was based on working it out.
26. I: I’d like you to tell me if you could how your child came to be diagnosed as 
having ADD. To begin with, what led you to seek professional advice about 
his behaviour?
27. P: Um, ran out of ideas, and I suppose since his mother had to spend more of
his time, more of her time with him than I did, it was probably driven by her 
desire to um, cope, not to cope to um to find an answer and its something I had 
to agree with there was also an effect on me. So there was also a desire to do 
better, we thought as I recall that it was more to do with how to teach us how
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to deal with him rather than expecting to find that there was a diagnosable 
condition, at the time as I recall but I may be wrong there
28. I: So can you kind of remember a sequence of events leading up to going to 
get professional help?
29. What do you mean by sequence of events?
30. I: maybe a specific event?
31. P: No I can’t remember a specific event (no specific) particularly, there were 
so many, um, it would have hard to identify one of any
32. I: Would it be concerned maybe more to do with home life or school life?
33. P: No, I think it was the fact that his education was being disrupted to a point 
of concern and I suppose you think that anything else you are really required 
to cope with, um, and I guess especially from the male perspective its an 
admission of failure which is not easily,um, reconciled, but its different if you 
think the education years and the early years are important, are being lost, so it 
was driven by that I think.
34. I: Thank you. Can you remember which professionals were involved in the 
diagnosis, maybe who you saw first or
35. P: I believe it was a chap named who was a child psychologist,
behavioural psychologist I think is the correct word.
36. I: Was he referred by your GP or did you go to him directly?
37. P: I cant remember, I think it was by reputation
38. I: Right, So this was a private ..
39. P: umhum, yes it was paid for privately, well paid for, it wasn’t paid for by 
private medicine, it was paid for by us
40. I: Did he actually make the diagnosis of ADD?
41. P; No, that was done by a chap called who was a paediatrician ,yes, I
lose track of who, yes, who was um ..recommended to us by um who
had I suppose, had a suspicion, I can’t remember which words he used but he 
did various tests, um, which gave us some strategies and gave us some good 
and bad news in terms of what he was good at and what he had difficulty with 
and said that maybe we should consider this as the next diagnosis, why he 
picked him I don’t know, probably because what he suspected, what the 
condition was he new that had some experience in , and he also had
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some experience in the medication that was known to have some effect on 
some people.
42. I: So it sounds like there were two professionals mainly involved this.
43. P: Umhum, yes only two at that time.
44. I: Do you have any feelings about the way the diagnosis was reached? Were 
things made clear, explained clearly to you?
45. P: Yea, I think so, yes, if I remember, um, I think the medication was probably 
glossed over a bit, I can’t whether it was deliberate or whether it was through 
lack of information or, whether we just failed to ask the right questions, ask 
the right questions, but I remember afterwards there was some feeling that I 
wish we knew more about it, um yea, I recall feeling reasonably happy with 
the way it was explained and it all made sense that was the thing I suppose, it 
made sense, and what he said that the standard profile of a person with it, it 
fitted, like a glove so um yes I think, yes right, that I recognise (umhum)
46. I: So it sounds like they communicated fairly effectively to you, do you feel 
they communicated effectively to each other as far as you know?
47. P: Umm, I don’t know.
48. I: um. This section is concerned more with the effects of the diagnosis (right): 
Has there ever been any dispute amongst professionals about the diagnosis, 
either when it was initially made or subsequent to this?
49. P: Um, no, I think the only dispute was about what would happen with time. I 
think erm, I think the diagnosis was unanimous (right), I think.
50. I: Well, certainly you weren’t aware of any.. .(No). OK, have you or anyone 
else ever questioned the diagnosis?
51. P: Umm, well he’s had second opinions but I think that it was agreed that it 
was still valid and that the medication was still valid, I think maybe the 
questioning of the diagnosis was done to make sure the medication was still 
required at later stages and then every time they agreed and in fact sometimes 
lack of medication was tried with not good results. But that may change of 
course.
52. I: So it sounds as if you’ve sought second opinions more for clarification, for 
reassurance that you’re doing the right thing rather than questioning...
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53. T: Yes, I think um, I have, perhaps wrongly, I do believe doctors when they 
tell, if you come to the conclusion having spoken to them that you think 
they’re alright, they’re good, then perhaps I’m wrong I tend to believe them, 
perhaps I shouldn’t, so I believed them and only later on you think well I 
ought to check because he hadn’t been seen for a number of years by
anybody, and I think it was difficult to get hold of Mr eventually so
another decision was sought in order to a. cross check and b. make sure the 
medication was still valid. I always thought it was wrong to subject the child 
to too many repeated diagnosis, it has a negative effect, so you have to be 
sparing with that, so that’s why p’raps you, if it was yourself and you weren’t 
sure you could subject yourself to as many as you like, but it’s not the same 
with somebody else.
54. I: So what I’d like to know really is what you as a parent feel about the ADD 
diagnosis, so is it meaningful?
55. P: In what way: is it meaningful?
56. I: Well, does it accurately define your child’s difficulties?
57. P: In this case, yes.
58. I: You said earlier it fits, it fits like a glove, so it sounds like you do feel....
59. P: I think its possible that there are lots of conditions that could do that though, 
um except that, if you took say, three quarters of the of the symptoms they 
would fit a lot of different conditions but actually because it went on and on 
and on and on and um ticked so many boxes you feel it has to be right so yes it 
did sound as though it was it was tailor made for what he was like, yea it 
described him, and you know, if you had to describe what he was like and 
write down all the things he did you would come up with the same list, 
(umhum).
60. I: so can you tell me in what ways if any the diagnosis effected you?
61. P: Relief. Because you didn’t feel as though you were the only person on the 
planet with a child behaving that way. Which is a you know um.. a big relief, 
so you feel that if the problem’s understood you’re more likely to find a way 
of dealing with it and I um, er I ha.... I um hesitate to the word cure but um, 
palliative, you know cos if you’re not the first person to tread that course it 
must be easier.
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62. I: So it felt....
63. P: I felt relieved. Relief
64. I: Relieved that you weren’t alone in this
65. P: Umhum, yep.
66. I: And how did the diagnosis make you feel about your child? Did it in any 
way change your feelings or your thoughts about your child or their 
behaviour?
67. P: Yes, I think then you believe that he’s not doing it on purpose he can’t help
it, so you feel much more lenient, not lenient, more generous about it, it’s a 
bit like somebody who thinks um been trying to trick you by pretending to be 
ill and then actually you don’t think that they are, then you find out that they 
are and then a) you feel guilty about the fact you’ve done it wrong or you may
have been maligning them um, and b) you feel relief that they haven’t been 
trying to trick you all this time, that’s speaking about an adult, if you’re 
speaking about a child it might be different I suppose erm,
68. I: I’m reallyinterested in how you feel (yes) about your child.
69. P: You feel better about them, um, relieved and better about them.
70. I: so would you say in some ways it improved the relationship with your child 
maybe?
71. P: Bound to I suppose, yes, um, but, um, I mean without the medication which 
undoubtedly helped to improved his whole, um, ability to cope with the world, 
I wonder whether if the behaviour had stayed the same whether the actual 
relationship would have changed itself, but how you feel about them is better 
cos you feel as though its..their behaviour’s got some justification to it 
(umhm)
72. I: What, if any, impact did the diagnosis have on your child?
73. P: (Pause) I can’t remember um. I’m not sure how much was explained so I 
cant remember um I think, well, the thing is the medication proved to be so 
effective you couldn’t , it would be hard to distinguish between the effect that 
that had and him and knowing that he had a er treatable condition did (So..) 
I’m not sure how much the eight year old could understand about that anyway 
(um).
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74. I: I think um in this question I’m more interested in perhaps the effects of the 
diagnosis, and you were talking about medication so that’s, that sound like that 
had an impact
75. P: That had a huge effect, yes, yes. So a combination of a medication which 
allowed him to cope so much better with life at school, um and the fact that 
um, perhaps what he had been struggling to express had now been recognised,
I recall him, it being easier but um, I can’t decide whether that’s because of 
what he’d been told or what he’d been given to chew on (um). I can’t 
remember
76. I: Well that was my next question, was, did you tell your child about the 
diagnosis (I can’t remember). Or have you at any point..
77. I can’t remember how much was told him I have to say um, I feel I should be 
able to but I cant. What did we tell him, I think it was explained correctly but 
in simple language as I remember, um. And it was put in a way to try and 
allow him to understand without giving him some excuse to behave worse. It 
was a delicate balance of saying, yes, this is a, as I recall, and I can’t 
remember how much Mr did it and how much it was by us, um,
78. I: So it sounds as if maybe it was a means of explaining why he was taking 
medication?
79. P: I think that was, it would be hard to, as I remember now, yes the medication 
had to be explained somehow, so some simple explanation for what it was, 
was required. The medication was explained again in a non-um worrisome 
way, as I recall.
80. I: So it sounds as if you perhaps explained it without using the terms attention 
deficit disorder?
81. P: No, I don’t think it was done in that way, I think it was done in in um, 
simplified, non-threatening words.
82. I: And you think possibly that the um one of the professionals involved helped 
with the explanation?
83. P: Yes, he did, Mr did as well, and I think that M r at a later stage also
had a go at explaining it.
84. I: Right.
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85. P: Because he had a lot of t . .. um, they got on very well, so I think he, he 
explained it probably better than we did, as I recall, um, yes.
86. I: Thank you. So I wonder if you think that as a result of your experience that 
children diagnosed as ADD should be told?
87. P: I think almost certainly on an individual basis it would depend but I suspect 
that, on balance they should be, I would think. In a way which they, leads 
them to understand that its not their fault that they are like this um and that 
something can be done, and um, it gives them some way of not feeling bad 
about themselves (um). But without getting to complicated, depends how old 
they are, you need to tell fifteen year olds something different to you tell a five 
year old. I should think it’s very difficult to tell a four year old, five year old 
anything about it (um). It would depend I supppose on the understanding of 
the child concerned too, somebody who’s got a good understanding of life um, 
well a good understanding of language and um, and maybe, how the mind 
works in terms of if there is a link between your chemistry and the way you 
think, obviously you can explain more easily.
88. I: So again, it sounds if you feel that whilst some information about the 
condition should be explained its not necessarily to do with giving, a label, 
attention deficit?
89. T: I don’t think it necessarily has to have a label, you can call it what you like, 
um, in fact I would think to avoid schoolroom teasing, a label should be 
avoided.
90. I: Right, so you feel it might actually be harmful to talk about it as a disorder 
to the child?
91. P: Disorder? I think it would probably be best to yes, I think it depends how 
you explain disorder. If you explain it as a chemical imbalance which wasn’t 
anything they had done wrong and was similar to other chemical imbalances, 
like, er, the effects of tea or coffee perhaps, or something which could be erm, 
given which you feel um, good or bad about, you know gives an emotional 
reaction even though it’s a chemical change and you can explain it that way. i 
would, don’t think, giving the word disorder to a child is not a good idea, um,
I mean its basically, it’s a sign, it’s a, form of words invented for doctors - by 
doctors for doctors, and it’s never intended to be a, be used for children, it
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needs to be a non, some sort of non-technical, er non-threatening more form of 
words um which leads them to feel better about themselves (umhum) whilst 
giving them an understanding and not allow them to use it as some sort of 
bragging thing in the school playground, you don’t want, you know, that 
would be very disruptive. It’s a difficult balance (umhm).
92. I; Do you view ADD as a ‘disorder’?
93. P: Define disorder.
94. I: It is defined in the erm diagnostic criteria for mental disorders which is 
called DSMIV which is where all the mental disorders are listed (um) um, 
ADD is actually the most widely diagnosed childhood, as is known as, 
classified as a ‘mental disorder’.
95. P: Disorder. I’m struggling with the word disorder cos it means the opposite of 
order I suppose, so in other words the normal order of the brain is disturbed, 
would that be correct?
96. I: I’m interested in your views of...
97. P: As a person with absolutely no knowledge of what how the term is used, I 
would, the word disorder doesn’t sound very good um but I’m not sure I know 
a better one, um, I mean what’s the logic about calling some things syndromes 
um or naming if after the particular bod who invented it and giving other 
things descriptive terms, I don’t know but it does sound to me a bit negative to 
call it a disorder even if it is factually correct to do so. Syndrome, comes over 
better, um what other terms could be used?
98. I: What about condition?
99. P: Condition’s good, better, that’s non-threatening, non-judgmental. I mean 
it’s a bit like saying, using the term disease cos most people don’t consider the 
word disease transfers very well to the mind (umhum) cos disease is 
something that goes rotten and falls off (um) erm and it’s like spots on your 
face or a cold you can touch it and feel it whereas disease of the mind which 
you can’t touch and feel doesn’t seem the sound, doesn’t match up in the...to 
the layman and I don’t think the word disorder matches up very well to 
something of the mind either.
100. I: So how do you feel about the fact that ADD is in this, listed in amongst the 
‘mental disorders’?
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101. P: Oh, it concerns me that it’s being listed in the same category as dyslexia -  
(tuts) um schizophrenia, that’s a good slip of the tongue, it would seem in 
some ways to belong in the schizo....in the dyslexia which is a known mental 
condition or disorder of the brain or condition of the brain which leads people 
to have trouble reading, it would appear to me to belong in there with that one.
102. I: So you feel it sits more comfortably with dyslexia than with ...
103. P: And aphasia and all those other ones, yes, I would think so.
104. I: Right, thank you. So as I said a few minutes ago, ADD is the most widely 
diagnosed childhood ‘mental disorder’ (in inverted commas) in our society 
and there are differing theories as to its proposed, as to its possible cause. Do 
you have thoughts about what might explain your child’s behaviour, about, do 
you have any views about the cause of ADD?
105. P: (pause) No, I’ve never had anything that anybody’s ever suggested that 
could be used with any sense of reason as a cause, one of those things. The 
same reason some people are dyslexic or aphasie or schizophrenic perhaps. 
Nobody’s ever told me and I’m not qualified to judge that there’s any 
traumatic event or, um, event of childbirth, I mean he had a long childbirth in 
terms of time but nobody’s ever suggested that would have caused it. Maybe it 
does, um I’ve never believe that trying to find a cause like that helps much, 
unless you’re trying to absolve yourself of guilt which I don’t think is relevant 
in this case, so, nope, in short, a long wordy answer that said no. (laughs)
106. I: What I was going to ask if you had read about or heard other views or any 
views about the cause of ADD.
107. P: No, I haven’t read any, no.
108. I: You’re not aware of any suggested...
109. P : No, not aware of any.
110. I: Thank you. Um, to go back to what sort of happened after the diagnosis, um 
you’ve talked about medication, and my question was: were you offered any 
support after the diagnosis, so it sounds as if medication was offered.
111. P: Umhum. It was offered as part of a package of dealing with the behaviour, 
it wasn’t the only thing.
112. I: What other support were you offered?
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113. P: Um, well, M r offered us um, a regime of behavioural, of dealing with
his behaviour, to enable him to or us to cope with him, cos he wasn’t allowed, 
or it wasn’t recommended that he had the medication apart from at school so 
we were left with the problem of him still being unmedicated at weekends,so 
part of that was that um a regime of behaviour, or coping with behaviour in 
terms of improved, a lot of that was to do with improving the type and the 
consistency of discipline, and also finding a school, which meant going out 
side the state system which had a more consistent rigidly enforced easily 
recognised as being a well enforced system of discipline. So medication 
wasn’t the only solution.
114. I: Was the um change in the schooling suggested to you as part of the 
diagnosis?
115. P: No, er, yes I think it was, yes. I think the school in question was suggested 
as being, again I can’t remember, we ended up in a school which was not ideal 
in terms of distance or in terms of other quantities, but it it was, it did have the 
discipline regime, it was, it had a special unit for dyslexia therefore was used 
to coping with boys with less than standard behavioural patterns, whereas 
most private schools were distinctly unkeen to the point of being hostile about 
anything that wasn’t exactly straightforward and easy, um so, that was 
difficult.
116. I: How did you feel, no, we covered that earlier, it’s alright.
117. P: That made me feel quite cross actually, that they were so smug and 
unprepared to help um, it doesn’t apply to all, but some.
118. I: So you were offered some support after the diagnosis, and it sounds as if 
you found it fairly helpfiil?
119. P: Um, yea -  could have been better probably.
120. I: What I was going to ask was what was it about it that you found helpful, but 
I think you’ve really
121. P: It helps give you strategies to cope but I think more would have been better 
um, um, I don’t think then anybody seemed to know as much as they ought to 
about it.
122. I: So do you think you would have benefited from receiving some kind of 
support from a health professional who understood the condition better?
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123. P: Oh yes, I mean it did feel as though the only person who had any real 
understanding was this specialist doctor who you couldn’t get to see very often 
for very long and that somebody you could go and chat to on a much less 
formal and easier to arrange and more local basis would have been better, and 
that wasn’t intended as a.(Right so, it might...), ease of access is the first clue 
to all that.
124. I: OK, so having somebody accessible you could talk to maybe to ask 
questions?
125. P: Somebody you can ring up, somebody you can see easily without having to 
make an appointment three months ahead, somebody who isn’t gonna cost you 
three arms and two legs and somebody who you feel, um, is not going to 
behave in a way that alienates the child, Jftom the condition, in other words 
they’re going to be sympathetic and positive and constructive, rather than, the 
opposite. I have to say that um, the paediatrician’s attitude in some occassions 
didn’t really fit that bill too well (laughs).
126. I: So, what, he was the one that prescribed the medication (umhum) but didn’t 
offer any sort of (no) support for the family (no) as a whole (no, not at all, no). 
And was there any support for the family?
127. P: Not fi’om the National Health Service, no. (no) None at all, again it was the 
private child psychologist who came up with the strategies and the support and 
the ‘don’t worry, there are ways to tell people of this’ game, um, and the 
national health service was completely hopeless (laughs), about it all, as were 
the schools, the state schools, um, to the point of complete ignorance which is 
quite surprising (um)
128. I: So you feel there was a , a lack of knowledge?
129. P; Well, given it was diagnosed for some considerable time, these teachers 
would have been at teacher training college while it was a known condition, 
one would have thought that at least they’d have heard of it, um, given it has a 
significant effect on their life, and that many more children probably do suffer 
from it than are diagnosed.
130. I: When you say their life, do you mean the teachers or the child’s life?
131. P: Oh yes, in one or two cases, so called star teachers of of five or six year 
olds were reduced to um, inability to cope, when before they thought they
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were, or were regarded as being rather good at their job, so it revealed a great 
yawning gap in what they could do, and what they knew about it (um). In the 
case I’m thinking about of course the lady concerned was not of, not recently 
qualified so maybe in her case she didn’t, it wasn’t known when she qualified, 
and there’s obviously a need to improve teachers retraining.
132. I: You mentioned earlier that you felt um, angry that schools, many schools 
were only prepared to accept a child who seemed to conform to some sort of 
standard behaviour. P: Yes, but it wasn’t state schools cos they’re obliged, but 
private schools who can take who they like, and say no to whom they like 
um... some of them were blatantly cherry picking, and the lame excuse was, 
well, other parents pay for their children to be in an environment which they 
have some say over, and this would probably be not what they want,er, which 
is an argument which will stand up to much examination, but, you can’t win, 
cos the headmaster is determined not to do this, and that’s the end of that 
really (um).
133. I: So do you feel that there should be more acceptance of a wider range of 
behaviours,(umhm) generally in schools?
134. P: Yes, yes, well, in the private (an ability to cope, perhaps that’s a better way 
of putting it?) yes, they, it ought to be seen as a norm, that they should be able 
to do this, it shouldn’t be so difficult, they shouldn’t be seen as being so 
difficult, they seem to think that um it requires superhuman powers and 
special training and etc. when they seem to cope with all sorts of other things 
quite easily. But things like this they tend to think it outside them, through 
ignorance I suspect, poor training, lack of awareness.
135. I; Right, thank you. Just wonder if you could tell me a bit about how other 
family members responded actually to the diagnosis, moving away fi-om the 
school area a bit. Did things change, in the family, and socially possibly?
136. P: Um, well, his sisterer was too young to understand, that didn’t, outside his 
mother and I, erm, I think, I think it did, yes I’m sure it did actually, although I 
couldn’t be quantitative about it, but yes I think it did even though, um, he 
wasn’t on medication at weekends, I think, it went some way towards it. I 
don’t think it solved it by any means cos it, the er, I don’t think you can solve 
people’s sense of irritation just cos they understand why it’s happening (I:
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umm) (Laughs) They still get irritated so, understanding that it’s not the 
child’s fault doesn’t actually help too much (um)
137. I: And would you say that was true of the immediate family unit?
138. P: Er, I think it helped, yes, um, but the same human failings apply don’t they, 
it doesn’t matter how much you understand about there’s a reasonable there 
are reasons for it happening, it’s unreasonableness is still valid, it’s still there, 
it’s still difficult to cope with, unless you’re a saint of course.
139. I: Would you say that after the initial diagnosis the responses are in any way 
different now?
140. P: Whose responses, sorry?
141. I: General responses, immediate family, and wider family, friends, anyone that 
comes to mind.
142. P: Well people seen to know about it but I don’t think that’s the question is it, 
um?
143. I: Um, I’m really interested in change over time, the actual sounds like it had a 
hi.. .some impact at the time, but maybe not an awful lot more so within your 
immediate family than with wider family and friends (umhm). So As time’s 
gone by I’m wondering if the diagnosis, as people have become more aware 
perhaps about ADD are they more um understanding as time’s gone on, or less 
or...
144. P: I think the problem is that...’s behaviour has changed over the years more 
than people’s improvement in knowledge, so you can’t tell.
145. I: Right
146. P : Your instruments of measurement are too blunt
147. I: OK, is life different know? Perhaps that’s a more..
148. P: Yes, cos he’s older and therefore a lot of the um, behavioural patterns have 
improved enourmously and probably over the period of the last three years I 
think is probably the disruptive behaviour of ADD has gone away (umhm) 
erm erm, there are still volatile moments but I suspect for somebody of his age 
they are no more or less common than any other child. I mean you meet 
children who are so saintly you wonder why, but there are, he probably fits in 
the fairly middle range from that point of view (Umhm), but you can tell from
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the school reports that he still has problems with powers of concentration, so 
it’s not gone away completely.
149. I: But the behaviour sounds like it’s improved quite dramatically (oh yes, um). 
Has that been the result of any support?
150. P: No, I think it’s to do with growing older, I think it’s to do with the schools.
151. I: So it’s not to do with improved knowledge or support particularly? You as a 
parent or...
152. P: I mean, I know more about it, I know more about it but I’m not sure that 
that’s made the, changed his behaviour (laughs). It may have changed the way 
I treated him which may have changed his behaviour, but I suspect that that 
change is small, major changes are better social skills with age, better social 
skills with private stroke boarding education, um, it’s hypothetical to ask the 
question would he have got to this stage without those educational influences, 
so you can’t tell (uhm). I suspect they had a good deal to do vrith it.
153. I: Right, thank you. Would you say that, sorry, not too many more now (no, 
that’s alright), do you think that having a child diagnosed as having ADD has 
affected how other people think of you?
154. P: (Pause) There probably aren’t that many people who know. And so I don’t 
think, I think. How do other people think of me because of that? I can’t answer 
that. I’m sorry, I don’t know. I don’t know the answer to that one. I’ve got no 
measure for it. I haven’t discussed it in enough depth with enough people to 
know.
155. I: So not, perhaps the diagnosis of Attention Deficit hasn’t had any effect...
156. P: Nope, the people I mention it to go ‘pardon?’ I don’t know I haven’t got a 
clue. When you explain they sometimes say ‘oh, I knew somebody like that at 
school, we thought he was just difficult.’ Or you say does this describe 
anybody to you and they say ‘oh yes, I know somebody like that’ So they do 
understand that some people are different, but they think it’s the child just 
being difficult or wilful or, disobedient, or, those, all those things are true of 
the behavioural description but they don’t believe it’s the condition because 
it’s not yet culturally seen as the best way to describe them, and that’s a 
change of culture. Changing culture takes generations so, (umhm) myabe the 
next generation will be better at it than we are.
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157. I: So, so are you saying that as ADD becomes more accepted as a, (yea as a..)a 
condition?
158. P: ..as a recognised condition people’s attitude to it will change and therefore 
it’s a bit like saying; my son’s got one leg, people will treat him differently 
and make allowances and make allowances to you too for whatever they 
perceive that does to you, then presumably as it and the conditions like it are 
more generally known and publicised and written about accurately then um 
people’s appreciation will be better. So yes, you probably would then get a 
difference in reaction, currently it’s a bit like talking Greek, you know.
159. I: So, it not the diagnosis, would you say that his behaviour and particularly in 
the past had any effect on people’s perception of you?
160. P: Oh yea, I think um, people thought, I think, I mean I never I have to say I 
never actually discussed with anybody, to that sort of, but I imagine that they 
think that I’ve caused it through, erm, things I’ve said or done, you know, you 
do imagine sometimes that people’s um..character, or you know that people’s 
character can be influenced by what their parents do and say to them, you 
know, violence breeds violence is a well established fact, so yes you could 
imagine that he’s doing that by example, or he’s doing that because he’s seen 
it done or because he’s reacting to a particular nonappropriate form of 
behaviour by me, so yea, I guess people could come to that conclusion. From 
the other side of the fence that’s not what I would think but that’s not
.. .um...at least I don’t think that’s what I’d think, but then I’m sitting this side 
so it’s very hard to jump over the fence.
161. I: Thank you. We’re getting to the last little section now, thank you for your 
patience, it’s taking a little longer than I thought it might. Could you tell me if 
you’ve been aware of any media coverage of ADD and ADHD?
162. P: Um, it’s been on the television a couple of times, and there have certainly 
been some articles in the newspaper.
163. I: Is there anything specific that you’ve been aware of?
164. P: They’re mostly to do with the drug, or a lot of them to do with the drug as I 
recall, and the fact that there’s people think it’s newsworthy because there are 
adverse reactions to the medication from certain groups of society erm, so it 
makes good copy, erm, I think erm once you take away the generally
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appalling level of journalistic accuracy in the newspapers then it wasn’t too 
badly reported, and the television programmes I recall as being reasonably 
accurate about it (umhm) and it all helps, I think anything like that as long as 
it’s reasonably accurately reported all helps.
165. I: So you’ve found the things you have heard or read...
166. P: They didn’t tell me anything I didn’t already know.
167. I: They didn’t.
168. P: No, but would have told other people in the population things they didn’t 
already know.
169. I: So on balance, do you feel that they’re helpfiil?
170. P: Yea, I think so. Shame they’re on breakfast, you know morning, daytime
TV which is generally thought to be something real people don’t watch 
(laughs). It’s better if it appears in erm I would suspect better publicity in 
terms of being taken seriously if it becomes an evening new item, an evening 
documentary item. Horizon, Panorama type rather than Kilroy et al erm, and 
appears in um, serious news papers more often (umhm) erm or better, serious 
newspaper supplements more often.
171. I: Is there anything else that you would like to tell me about your experiences 
which I haven’t asked during the interview? Anything you feel is particularly 
important that I might have missed, (er, um) anything you feel strongly about 
possibly?
172. P: Umm (pause) I don’t think so at the moment, I rambled on so much about 
other questions I think I filled in the gaps that I thought were not, you know, if 
you were just to ask the questions answer the questions in a simplistic way 
there would be gaps but I think I filled the bits in. (pause) When people see 
somebody with ADD is probably just a troublesome child -  they’ve all seen 
lots of them and they might say well some of them are and some of them 
aren’t by the way some of them are doing that just for, as a condition of the 
way they’ve been treated, um, so it would be much harder to educate in a 
simple way cos some of the conditions which are very distressing and very 
obvious are much easier to label (right) erm, but given people’s cosy um, not 
in my backyard attitude about such things, we don’t want to know. Um, 
sympathy but please, nowhere near me attitude. Bound to be, well I mean
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there are people that doesn’t apply to, I have to say -  but they are pretty 
uncommon.
173. I: Thank you. I was going to ask you how you felt about being interviewed on 
this subject?
P: Fine, OK um it’s easier now he’s older than it um, would have been a few 
years ago.
I: If you’ve found anything about this interview distressing or feel that it 
would help to get more support I’d be pleased to help you. Thank you very 
much for your time and the thought you’ve given to my questions. I’d like to 
reassure you once again that all you’ve said today will remain anonymous and 
confidential. Thanks again for your patience.
P: No problem.
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C r it ic a l  r e f l e c t io n s  o n  t h e  p o s it iv is t  r e s e a r c h  p r o c e s s : t h e  e f f e c t s  o f
COGNITIVE BEHAVIOURAL THERAPY ON THE MOOD AND IMMUNE RESPONSE OF 
CLIENTS EXPERIENCING DEPRESSION
ABSTRACT
Today, counselling psychologists are required to seek ways of providing ‘evidence- 
based practice’. However there is continuing controversy within psychology 
concerning the merits of various approaches to research, most commonly expressed in 
terms of a debate about quantitative versus qualitative methods. In order to appraise 
the advantages and disadvantages of a positivist, quantitative approach to counselling 
psychology research, a reflexive engagement with this approach was undertaken. The 
emphasis on the need to appraise therapeutic practice and the continuing dominance 
of the medical model led to a pilot study on the effects of short-term cognitive 
behaviour therapy (CBT) on immune functioning and reported mood of a group of 
clients with depression. The research topic was chosen because there is ample 
evidence from studies indicating that depression leads to down-regulation of immune 
fimction. It was hypothesised that when depression scores, using a standardised 
measure, reduced, sIgA levels (a commonly used measure of immune function), 
would increase. Participants diagnosed as suffering from clinical depression gave 
saliva samples before and after attending for CBT such that sIgA levels could be 
measured. As hypothesised, when BDI scores reduced, sIgA increased. The 
implications o f this finding are considered and the research process is critically 
reflected upon.
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Critical reflections on the positivist research process: the effects of 
cognitive behavioural therapy on the mood and immune response of 
clients experiencing depression
INTRODUCING CRITICAL REFLECTIONS
Having previously taken a postmodern approach to research using discourse analysis 
and learned more about qualitative approaches to psychological research as a result 
(Tipney, 1999), I became uneasy with my eagerness to deconstruct quantitative ‘positivist’ 
methods. (“Approaches can be said to be positivistic when they are based upon a strong 
belief in the powers of rigorous scientific method to answer and solve the problems of 
human existence” (Curt, 1994; p240)). At the same time, I continued to feel 
uncomfortable about the evidence from much quantitative scientific research as much of 
the information is, I believe, generally missing fi-om such research. Issues such as what 
difficulties were encountered in recruiting participants and who funded the research are 
among the many questions that often remain largely unanswered.
In an attempt to explore this dilemma further, I felt duty-bound to enter into the realms of 
positivistic science: one of the strengths of postmodernism is that it encourages diversity. 
David Pilgrim (1997: p32) observed that “it is easier to find fault fi'om the sidelines than 
play the game of generating empirical knowledge claims”. Thus I decided to ‘play the 
game’ and see what happens, fi’om the inside. It is easier to understand a process properly 
by taking part in it as an ‘insider’ (in almost an anthropological way), and doing so enabled 
me to do what is not done in much research - to remove the protective cloak and expose 
the researcher behind the process.
Therefore I will first present my positivist research in a traditional format, and will then 
give the story behind it and my reflections on the research process. The process, not 
merely the results, provide part of the evidence enabling readers to judge for themselves 
whether this is ‘successful’ research or not, and I see no reason not to share this 
information and the lessons learned from it with the reader.
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INTRODUCTION TO THE STUDY
The mind-body question has baffled humankind for centuries and whilst the battle 
rages on, there are increasing numbers of professionals working on the principle that 
there is no great divide. Counselling psychologists work with the ‘whole person’, and 
although this does not mean ignoring the limitations of our expertise, it does hopefully 
involve giving thought to physical as well as psychological symptoms in order to help 
clients make sense of their difficulties. This might involve working with them to 
manage pain, to come to terms with illness or disability, or to reduce negative affect 
(or in popular terminology to lower ‘stress’) which is now recognised as playing a 
vital part in health.
Pert, an American neuroscientist, has carried out extensive research which indicates 
that peptides, which she terms the “molecules o f emotion”, link the mind and body in 
an active information network (Pert, 1997). With the discovery that there are 
numerous alternatives to synaptic transmissions of information, and that neuropeptide 
connections are to be found in all parts of the body, she reached the conclusion that 
“neuropeptides bring us to states of consciousness and to alterations in those states” 
(Pert, 1997: pl45). She presents a convincing scientific explanation that makes the 
concept of the mind and body as separate entities sound nonsensical: in her view the 
body is the unconscious mind, and memories are stored throughout the entire system, 
not just in the brain. The impact of emotions on physical health is increasingly being 
acknowledged in the medical world. For example, many surgeons refuse to operate on 
patients who exhibit signs of extreme anxiety prior to an operation as they are aware 
they will heal more slowly and be more prone to infection (Martin, 1997).
‘ Strange’ phenomena have intrigued for us for centuries and reports of faith healing 
and voodoo death fascinate us (Sapolsky, 1994). Yet now we are finally getting closer 
to finding an explanation that satisfies our culture’s obsession with the ‘mind-body’ 
problem, something that many other cultures seem to have felt comfortable with for 
centuries. Pert’s findings suggest a two-way process rather than a hierarchy: a 
feedback loop that can become ‘blocked’ by repressing emotions, i.e. by stemming 
the flow of neuropeptides. She says that “the release of endorphins can cause pain 
relief and euphoria but we can bring about the release of endorphins through our state
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of mind”. In this paper, there is insufficient space to cover this in more detail, but for 
more in-depth explanations see Molecules o f Emotion (Pert, 1997).
This, and other similar research may be useful in informing counselling psychology. 
Increasingly there is a requirement to provide “evidence based practice” (Parry & 
Richardson, 1996). In order to ensure a position within this society’s medicalised, 
scientific, fi-amework we need to demonstrate that our ‘patients’ do get better. Whilst 
psychometric measures, such as the Beck Depression Inventory (BDI), may show 
whether mood and behavioural changes have occurred following psychological 
interv^ention, other less discernible changes may be occurring which are also of great 
importance. We now have a wealth of scientific evidence to support what has long 
been known intuitively: mental states can influence the body’s resistance to disease 
(Martin, 1997). For example, depressed patients suffering from multiple illness whose 
depression was effectively treated have been found to improve physically (Goleman, 
1996). Diere has been a great deal o f research indicating that clinical depression 
appears to have a detrimental effect on the immune system. This will be discussed 
further later. Psychologists may be able to add to the research to incorporate issues 
such as the effects of psychotherapeutic intervention on the immune response. Pert’s 
research supports Freud’s (1912) view of the damage caused by ‘repressed’ emotions 
which indicates the merits of a ‘talking cure’ rather than merely dealing with the 
chemical aspect of depression by giving medication. It perhaps gives a more readily 
acceptable scientific explanation for ‘psychosomatic’ illness to those with a medical 
training in multi-disciplinaiy teams.
The work of Kiecolt-Glaser, a clinical psychologist and Glaser, an immunologist, has 
been influential in highlighting the link between negative life experiences and 
immune function and is of particular interest here due to the strong psychological 
influence in their work (e.g. Kiecolt-Glaser et al., 1984). They concluded from many 
studies over the past 20 years that self-disclosure was related to immune function and 
health (Kiecolt-Glaser, 1999). In light of research including that carried out with 
Pennebaker, a psychologist, into the benefits to immune function of writing about 
negative events (Pennebaker et al., 1988), many therapists now suggest clients keep 
diaries as part of the therapeutic process.
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Research into the effect of psychotherapeutic intervention on immune responses was 
recommended in a recent study by Olff (1999), and by others such as Weisse (1992). 
Weisse concluded from a review of 40 studies investigating the relationship between 
depression and immunity that those who displayed depressive symptomology such as 
feelings of sadness, helplessness, dysphoric mood and feelings of guilt, showed down- 
regulation of the immune system. This conclusion was confirmed by Herbert and 
Cohen in their meta-analysis in 1993.
In an attempt to show the benefits of psychotherapeutic intervention to the 
physiological well-being of clients, in this study the immune response of clients 
suffering from depression will be measured before and after cognitive behaviour 
therapy. Some markers chosen to measure immune response are difficult to collect, 
often involving invasive procedures such as taking blood samples. The pain and 
distress caused by this procedure could have an impact on results and in itself cause a 
do^'n-regulation of the immune response. A less invasive means of measuring the 
immune response utilised by researchers such as Evans et al. (1994) is to measure a 
substance in the saliva called secretory immunoglobulin A (sIgA) -  for a detailed 
explanation of sIgA see Evans et al. (1993) and Miletic et al. (1996). This is a useful 
measure of the immune response as it is the body’s first line of defence against viral 
infection, particularly upper respiratory illness (notably the common cold).
Importantly, it is easy to collect causing the mmimum of disturbance to participants.
There is much evidence to suggest that those suffering from chronic depression, 
which is characterised by long-term low mood and loss o f pleasure, are likely to 
suffer from illness, and a down-regulation of immune responses (e.g. Irwin et al., 
1987). Evans et al. (1995) suggest that depression is related to a decrease in sIgA 
levels. In the present study it is suggested that cognitive behaviour therapy (CBT), 
which is considered to be a successful treatment for depression (Blackburn et al.,
1981; Dobson 1989; Gaffan et ak, 1995; Roth & Fonagy, 1996), and which succeeds, 
in part, by elevating mood, will lead to an increase in participants’ sIgA levels. In 
CBT, clients work with the therapist collaboratively and leam to notice and question 
their negative cognitions in order to acknowledge and ultimately reduce the linked 
negative emotions (Wills & Sanders, 1997). One aspect of depression, as
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acknowledged in the Beck Depression Inventory, are powerful feelings of guilt. Some 
preliminary research has indicated that guilt may lead to a down-regulation of the 
immune response (Warburton, 1999). It is suggested that reaching an understanding 
of exactly what emotions are being experienced (which Beck emphasises is a vital 
part of CBT (Beck, 1976)) combined with understanding and questioning the 
accompanying thoughts, and changing unhelpful behaviour, can reduce negative 
affect and thus should lead to enhanced immune fimction.
All of the above research findings are relevant to counselling psychology, particularly 
to those working in medical settings where the emphasis is on reducing costs. Tolley 
and Rowland (1995), in their book Evaluating the Cost-Effectiveness o f Counselling 
in Health Care, note that the medical profession seeks the following objectives when 
employing counsellors and therapists:
i) to reduce the number of patients returning to the GP with psychosocial 
problems
ii) to increase quality of life of patients presenting with psychosocial problems
iii) to reduce prescription of psychotropic drug treatments
How much more appealing therapeutic intervention would seem if counselling 
psychologists can show that the cost o f  ^ f// drug treatments may be reduced as a result 
of the improved immune functioning associated with a ‘healthy’ m ind
Aims
Many counselling psychologists work in settings where a medical model of 
psychological difficulties is favoured: they are seen as disorders requiring a ‘cure’. In 
light of this, the aim of the research is to see whether clients presenting for 
psychotherapy for depression have improved after therapeutic intervention using a 
standardised measure and whether this also leads to physiological benefits in the form 
of enhanced immune function. The current emphasis on the need to appraise 
therapeutic practice may well lead to criteria for effectiveness being set within the 
terms of this medical model, i.e. in terms of symptom reduction or alleviation and 
increased health functioning. Hence, this study represents an attempt to conduct a 
preliminary, small-scale evaluation on these terms.
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Hypothesis
It is hypothesised that if the BDI scores of participants suffering from depression go 
down after brief cognitive behaviour therapy, the sIgA level will go up in line with the 
improved mood.
METHOD
Design
The study took the form of five ‘single-case experiments’, a term used by Hilliard 
(1993), as this method utilises the classic experimental principle of testing a 
hypothesis. It is often favoured by practitioner-researchers working in the cognitive- 
behavioural tradition (Morley, 1989). McLeod (1994: p i l l )  suggests that a major 
benefit of this design is that it provides “a source of clinically grounded hypotheses 
for fiirther research”. The design of the study is a ‘time-series analysis’, the AB’ time 
series, ‘A’ being the pre-treatment baseline and B’ the treatment period. This is seen 
as small-scale pilot research which may lead to a larger-scale study once the initial ideas 
about technique have been tested out. Denzin and Lincoln (1994: p245) point out that a 
case-study approach is of value “in refining theory and suggesting complexities for fiirther 
investigations, as well as helping establish the limits of generizability. The purpose of the 
case study is not to represent the world, but to represent the case. The utility of case 
research to practitioners and policy makers is in its extension of experience”.
Participants
Participants were clients from a university counselling service and were selected using the 
opportunity method of sampling. They were all full-time students. All five 
individuals (four female, one male) who took part in this study were asked if they 
were in good health, as any form of significant ill-health would have an impact on 
sIgA levels. Kugler et al. (1992) concluded that there was no difference between 
men’s and women’s sIgA levels; therefore participants of both sexes were included in 
the present study. The age of the participants ranged from 20 to 30 years, and their 
mean age was 22 (SD = 4.38). Previous research suggests that sIgA levels are higher
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in younger adults (20 to 30 years old) than in older adults (Miletic et al., 1996); 
therefore only those in this lower age range took part in this study.
Due to the fact that several studies have found a decrease in sIgA prior to exams (e.g. 
Bosch et al., 1999; Jemmot et al., 1983) it was ensured that no participants were 
taking part in exams immediately prior to, or during, the study. After assessment, 
those suffering from clinical depression as rated on the Beck Depression Inventory 
(Beck, 1987), i.e. those with a score of 17 or above, were asked if they would be 
prepared to take part in the study. Careful screening by two members of the 
counselling team was earned out and those who were in extreme distress or who were 
suffering from symptoms of paranoia, or from any other co-morbid disorder, were not 
asked to take part. None of the participants were currently taking prescription drugs or 
recreational drugs and all refrained from smoking, exercising and eating or drinking 
anything other than water for at least one hour prior to the collection of the saliva 
samples, as these activities can have an impact on immune fimction (Zeller et al., 
1996).
Apparatus and Materials
Saliva was collected in Salivettes, plastic tubes with a stopper, containing a cotton 
wool swab which is placed in the participant’s mouth. To ensure uniformity of saliva 
collection, a clock was used to time saliva collection, as previous studies into sIgA 
levels have found that two minutes is the optimum collection time (Evans et al, 1993). 
The following were also used:
Beck Depression Inventory (Beck, 1987) (appendix I) which consists o f 21 groups of 
statements numbered 0 to 3 ; with 0 indicating the least distress and 3 indicating the 
most distress. Participants were asked to read all the statements in each group, then 
mark the number of the statement from each group which best described the way they 
had been feeling during the past week. The researcher then added up the scores and 
recorded this on the record sheet. For information the BDI is interpreted by Bums 
(1981) in collaboration with Aaron Beck as follows:
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0-10 Normal
11-16 Mild mood disturbance 
17-20 Borderline clinical depression 
21-30 Moderate depression 
31-40 Severe depression 
41+ Extreme depression 
Diary sheets {appendix II)
Consent forms (appendix III)
Demographic information sheets (appendix IV)
Participant information sheets (appendix V), record sheet (appendix VI) were also 
used.
Procedure
After an assessment by a member of the counselling team, clients assessed as 
suffering from depression and meeting the necessary criteria (outlined above) were 
asked if they would be interested in taking part in the research. If they consented they 
were then referred to the researcher. A further assessment by the researcher, who was 
also a member of the counselling team, was carried out. As noted earlier, those who 
were assessed as suffering fiom depression without any apparent co-morbidity, and 
with a BDI score of 17 or above (which indicates the presence of clinical depression) 
were asked if they would be prepared to take part in the research.
Due to the sensitive nature of research concerning depressed participants, the therapist 
ensured that only those who seemed, after both assessments, not to be overly 
compliant or unable to make an informed decision about whether they wished to take 
part or not, were approached. They were informed that refusal to take part would have 
no impact on their counselling, and several clients declined to take part but continued 
with their counselling. An information sheet was given to each participant (appendix 
V) at which point further verbal information was supplied and the participant was 
reminded that he or she could ask questions at any point. Two copies of a consent 
form were signed (appendix III). One copy was given to the participant, and a 
demographic information sheet was completed (appendix IV).
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The first saliva sample was collected prior to the first therapy session. After the 
participant had swallowed any excess saliva, the cotton swab from inside the Salivette 
was placed under the tongue by the participant for a timed period of two minutes. The 
swab was then replaced in the Salivette tube by the participant, and the stopper 
replaced. The Salivette was labelled with the participant number and condition code. 
The samples were then frozen at —20°C. The sIgA was sent away to be measured by 
double antibody sandwich enzyme-linked immunosorbent assay (ELISA) following 
the procedure described by Evans et al. (1993).
After the saliva sample had been collected the participant was asked to complete a 
BDI as described above. A sheet recording the scores (and acting as a checklist) was 
completed on each occasion (appendix VI). This acted as a reminder to the researcher 
to ensure that participants were asked whether they met the necessary criteria for the 
research (discussed below). At the first session, participants were asked if they would 
keep diary sheets throughout the therapy (appendix II) in which they recorded events 
that led to mood change. This was to control for any major life events (Holmes & 
Rahe, 1967) as these have been found to impact on sIgA levels (Evans et al., 1993; 
Irwin et al., 1987). Participants attended on the same day of the week, at a regular 
time, in line with common therapeutic practice. This also served to avoid diurnal 
variations.
At the beginning of the last session the post-therapy saliva sample was taken as 
outlined above, and the second BDI completed. Tins was when the therapist reached 
the end of the planned course of therapy with each particular client. This was not 
restricted to a pre-determined number of sessions, although no participant received 
more than 18 sessions, in line with normal practice in the counselling service. It is the 
outcome of therapy (i.e. the BDI score) that is of interest rather than the length of 
therapy.
Some previous studies measuring immune response have included a control group 
who experienced no change in mood (e.g. Lefcourt et al., 1990). This was not 
considered necessary in the present study, following the design utilised by
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Evans et al. (1994) which is a within-participants design; participants acted as their 
own ‘control’ by providing a pre-condition baseline sIgA sample.
The researcher worked therapeutically with participants retaining the therapeutic 
frame. Confidentiality was maintained throughout the research and participants 
remained anonymous. Reference to them was made by code number rather than 
participant name on Beck Depression Inventories (appendix I), saliva samples and 
record sheets (appendix VI). The therapist ensured that the collection of saliva was 
carried out in a sensitive manner and would not have continued with the research if 
the participants appeared to be distressed as a result o f the research. However, this did 
not occur. The BDI and collection of saliva samples were addressed as part of the 
therapy and participants were told the results of the sIgA and BDI scores at the end of 
therapy. Regular supervision was attended to ensure that the therapist was providing a 
consistent and proficient level of cognitive behavioural therapeutic intervention. 
Analvsis
The BDI scores and sIgA levels are represented in graph format, both pre and post 
therapy. Due to the exploratory nature of the study and the small number of 
participants, statistical analysis on group comparisons, sIgA levels and BDI score 
correlations was not carried out.
RESULTS
Individual results are represented on a case-by-case basis.
The table below shows the individual sIgA scores pre and post therapy with the 
percentage increase of each one. It also shows the pre and post therapy BDI scores 
and the percentage decrease.
Table I
sIgA Levels (ug/min') and BDI Scores Pre and Post Therapy
Participant s Ig A -I sIg A -II % Inc. B D I - I B D I - I I % Dec.
1 129 396 307% 30 13 231%
2 111 300 270% 20 05 400%
3 41 56 138% 29 06 483%
4 82 359 438% 36 12 300%
5 43 309 716% 47 28 168%
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Participant 1
Participant 1 is a single white female undergraduate student aged 21. Her initial BDI 
score (30) indicated she was suffering from moderate depression, and her post-therapy 
score after 15 sessions showed a reduction to mild mood disturbance (13) which is a 
reduction of 231% (see Fig. 1 and Table I). Her sIgA level rose from 129ug/min to 
396ug/min, an increase of 307% (see Fig. 2 and Table I). She did not record any 
major life events during the therapeutic process and there did not appear to be any 
obvious reasons for the large increase in sIgA other than her enhanced mood as 
measured by the BDI. Positive events have an impact on sIgA but there is no 
indication of any significant positive changes in her diary sheets. It is hypothesised 
that the increase is linked to her enhanced mood as scored on the BDI.
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Fig. 1. Participant 1. BDI scores pre and 
post therapy
Fig. 2. Participant 1. sIgA levels pre 
and post therapy
The BDI scores for participant 1, and for all participants below, are recorded on a 
scale of 0 -  60 as this represents the full range of possible scores (see Fig. 1). 
However slgA level scales vary with each participant (see Fig. 2) in line with the 
levels recorded. This is due to large fluctuations between participants, and is not seen 
as problematic due to the fact that comparisons are not being made between 
participants.
Participant 2
Participant 2 is a single white male undergraduate student aged 20. His initial BDI 
score (20) indicated that he was suffering from borderline clinical depression, and his 
post- therapy score after 14 sessions showed a reduction to ‘normal’ (5) which is a 
decrease o f400% (see Fig. 3 and Table I). His sIgA levels increased from 11 lug/min 
to 300ug/min, an increase of 270% (see Fig. 4 and Table I). His diary sheets do not 
show evidence of any major life events during the therapeutic process, although he
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did not complete them regularly. There did not appear to be any obvious reasons for the 
large increase in sIgA other than his enhanced mood as measured by the BDI.
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Fig. 3. Participant 2. BDI scores pre 
and post therapy 
Participant 3
Fig.4. Participant 2. sIgA levels pre 
and post therapy
Participant 3 is a single white female undergraduate student aged 20. Her initial BDI score 
indicated that she was suffering from moderate clinical depression (29), and her post­
therapy score after 12 sessions showed a reduction to ‘normal’ (6), a decrease of 483% 
(see Fig. 5 and Table I). Her sIgA level rose from 4 lug/min to 56ug/min, an increase of 
138% (see Fig. 6 and Table I). There is no evidence of major life events in her diary sheets 
during the therapeutic process and there did not appear to be any obvious reason for the 
increase in sIgA other than her enhanced mood as measured by the BDI. This participant 
had the lowest sIgA percentage increase and the smallest number of sessions of CBT, 
though she had one of the highest BDI percentage decreases.
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Fig. 5. Participant 3. BDI scores pre 
and post therapy 
Participant 4
Fig. 6. Participant 3. sIgA levels pre 
and post therapy
Participant 4 is a single white female undergraduate student aged 20. Her initial BDI score 
indicated that she was suffering from severe clinical depression (36), and her post-therapy 
score, after 15 sessions, showed a reduction to ‘mild mood disturbance’ (12), a decrease 
of 300% (see Fig. 7 and Table I). Her sIgA level rose from 82ug/min
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to 359ug/min, an increase of 438% (see Fig. 8 and Table I). There is no evidence from 
her diai y sheets of any significant life events, though there were periods when she did 
not complete the diary sheets.
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Fig. 7. Participant 4. BDI scores pre 
and post therapy
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Fig. 8. Participant 4. sIgA levels pre
and post therapy
Participant 5
Participant 5 is a single Japanese female postgraduate student aged 30. Her initial BDI 
score (47) indicated that she was suffering from extreme clinical depression, and her 
post- therapy score, whilst reduced, indicated after 18 sessions that she was suffering 
from ‘moderate clinical depression’ (28), although there was a decrease of 168% (see 
Fig. 9 and Table I). Her sIgA level increased from 43ug/min to 309ug/min, an 
increase of 716% (see Fig. 10 and Table 1). Although there is no evidence of ‘major 
life events’ as defined by Holmes and Rahe (1967) this participant recorded in her 
diary sheets that she was very excited that her father was coming to visit soon after 
her last session. Tliis may possibly explain the particularly high increase in her slgA 
levels, especially as, although her BDI score dropped by 168%, she continued to score 
as having ‘moderate clinical depression’.
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Fig. 9. Participant 5. BDI scores pre 
and post therapy
Fig. 10. Participant 5. sIgA levels pre 
and post therapy
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DISCUSSION
The above graphs show that for all five participants, when the BDI scores reduced, the 
sIgA level increased as hypothesised, thus indicating that further research with larger 
sample sizes into therapeutic intervention on mood and sIgA levels may be warranted. 
The current findings seem to add to the many studies that suggest that depression and low 
mood are associated with immune down-regulation (e.g. Natelson et al., 1999). The 
benefits of psychological intervention in enhancing physical health have implications for 
the cost-effectiveness of such intervention in medical settings such as primaiy care. A 
report on depression in primaiy care in the USA (USDHHS, 1993) notes that patients 
with depressive disorders suffer more physical illnesses than other primary care patients.
Although there are not enough participants to carry out statistical analysis there is only a 
3% probability that these results occurred by chance. The data indicates there is a 
correlation between reduced depression and increased slgA but it is interesting to note 
that whilst scores all went in the predicted direction, there is an inverse relationship 
between BDI decreases and sIgA increases with the smallest BDI decrease found in the 
participant with the highest sIgA increase (participant 5) and conversely, the highest 
decrease in BDI percentage score is seen in the participant with the lowest percentage 
increase in sIgA (participant 3). It appears that there may be a correlation between 
percentage increase of sIgA and number of CBT sessions. Participant 3 had the smallest 
number of sessions (12) and the smallest % increase in sIgA and participant 5 had 
the largest number of sessions (18) and the largest percentage increase in sIgA. The other 
three participants (1,2 and 4) show similar percentage increases, and each had a similar 
number of sessions (15,14 and 15 respectively). Further research would need to establish 
whether sIgA scores are influenced by the level of depression or by number of sessions.
It is not possible to give figures for ‘normal’ slgA levels as there is enormous 
individual variation (Clow, personal communication). The crucial factor is whether 
each individual’s slgA level increases. More reliable results may be obtained by 
utilising a repeated measures design, before and after therapy. This would enable an
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average slgA score to be taken over time, rather than relying on a single measure, 
perhaps by collecting a sample each day for the week prior to attending for therapy, 
and for each day for the week after therapy has finished. There are difficulties with 
this as it would entail participants attending prior to the start of therapy to provide 
saliva samples, which would move away from a more naturalistic methodological 
approach. Taking measures throughout therapy would not be particularly beneficial as 
clients often become more distressed at times in the therapeutic process and it is the 
outcome that is of interest, rather than what is happening during the process. However 
although some previously mentioned studies indicate that sIgA levels fluctuate in line 
with daily mood, it appears that in chronically depressed people the persistent low 
mood experienced is likely to maintain slgA at a low level prior to therapeutic 
intervention, thus it is expected that the one measure collected before therapy does 
reflect a chronic decrease in the normal slgA level. A limitation of the present study 
is the lack of a follow-up measure of sIgA and BDI score. A four-week follow-up 
would give an indication of whether the effects indicated in this study are maintained 
after the end of the therapeutic process.
The fact that participants in this study were all university students should be given 
consideration. There are indications that students suffer fi'om higher levels of ‘stress’ 
than those of the same age in the general population. Further research selecting 
participants from a setting more representative of the general population may be 
warranted. There has been a suggestion that unmunological down-regulation may 
occur following prolonged periods of isolation, and that perhaps this is a factor in 
those suffering fi'om depression (Tingate et al., 1997). However the diary sheets 
indicate that those taking part in the current study were all attending lectures and none 
was socially isolated during the study. Therefore the reduced sIgA is unlikely to be 
related specifically to isolation.
Several previous studies looking at slgA in relation to mood have not included a 
control group {Evans et al., 1994; Miletic, 1996; Ursin et al., 1984). Natelson et al. 
(1999) however, in their study on whether depression is associated with immune 
activation, used two patient groups and a control of ‘healthy’ adults. They found that 
depression seemed to be associated with immunological down-regulation though they
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note that a limitation of their study is the fact that some of the patient group 
participants were taking antidepressants. This was a factor that restricted participant 
numbers in the current study: those taking; antidepressants were excluded as it was felt 
that the use of antidepressants would confound results to an tmacceptable degree. It is 
however suggested that further research into therapeutic intervention and sIgA levels 
would perhaps benefit fiom a wait-list control group of people suffering from 
depression to ensure that levels do not fluctuate over time without therapeutic 
intervention.
It is recognised that the use of case studies may be viewed with suspicion by the 
medical world, and that larger studies would be a valuable progression from the 
current study. It is hoped however that a small study considering variance within each 
case can be seen as a helpful starting point. One of the difficulties of large studies is 
that the individual effects can get lost in the statistical analysis (Barkham & Barker, 
1996). Chassan (1979) talks about the value of analysing variance within one case in 
what he terms ‘intensive’ studies. A problem with the case study approach is 
generalisability. However whilst this is accepted, it is still important to ensure logic of 
replication. Thus care has been taken in this study to ensure that all the necessary 
information has been provided to ensure this is possible.
CONCLUSION
In this report an attempt has been made to demonstrate the practical application of 
these findings and how they may inform the practice of counselling psychology -  a 
task that Dryden (1996) says many researchers find difficult to do. An attempt has 
also been made to ensure that the research was carried out in a sensitive ethical 
manner that caused the minimum disturbance to participants. As naturalistic a 
therapeutic setting as possible was maintained utilising measures and tools that are 
part of the ‘normal’ therapeutic process (e.g. BDls, diary sheets) to try to ensure 
maximum external validity.
It is hoped that by engaging in research into the physiological benefits of therapeutic 
intervention as one means of outcome evaluation, counselling psychologists may help 
bridge the gap between the psychological and the physiological. A scientific
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explanation of the negative impact of repressing emotions, and of the benefit of self­
disclosure, may help reassure the medical community of the long-term benefits of 
psychotherapeutic intervention ( Pennebaker et al., 1988; Pert, 1997). It is refreshing 
to be able to quote a scientist saying “The body becomes the battlefield for the war 
games of the mind. All the unresolved thoughts and emotions, the negativity we hold 
on to, shows up in the body and makes us sick” (Pert, 1997: p306) thus supporting the 
therapeutic work, and research, o f our own discipline.
Perhaps we can work towards closing the ‘gap’ between those who favour qualitative 
versus those favouring quantitative research: Pilgrim suggests that psychotherapy can 
be understood by using a qualitative framework but needs to be justified within a 
quantitative one (Pilgrim, 1997: p22).
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DISCUSSION OF RESEARCH PROCESS
Having presented the ‘bare bones’ of the research, I would now like to flesh them out 
with the stoiy behind the research, and with a critique of the process. Stiles and 
Shapiro (1989, p523) give a critique of their own research, and use of the drug 
metaphor in psychotherapy process-outcome research, in which they openly state “we 
intend ourselves, along with most other process-outcome researchers (....) to be 
targets of this article’s critique”. Following their lead, I present a critique of my self, 
of my research, in this paper.
Research reports are meticulously presented in line with rigorous conventions. One of 
the most potent o f the conventions in scientific research is the absence o f the author.
A mysterious cloak is drawn over the whole procedure as if a detached, distant 
researcher can present ‘the findings’ (the ‘truth’?) objectively. This convention 
troubles this researcher, /know my agenda, the reason I set out on this search for 
‘truth’ -  keeping this and other information from the reader and the participants does 
not, 1 believe, add credibility to the results. Rather, it denies everyone but the 
researcher the possibility of weighing up the findings in the light of all the available 
‘evidence’.
After carrying out qualitative analysis using a discourse analytic approach (Tipney, 
1999), it seemed easy to become seduced by a desire to ‘deconstruct’ diagnostic terms 
and the methodology of positivistic scientific research. When thinking about my next 
research project I became acutely aware of this tendency and tried to step back and 
consider my position. As I read or heard about studies suggesting that research proved 
the efficacy of particular theoretical approaches for specific ‘disorders’ (e.g. 
Salkovskis, 2000) I was dogged with unanswered questions. How many people 
dropped out of the research? Is this specified in the results? How many people 
presenting for therapy were rejected as ‘unsuitable’ for the particular research study 
due to co-morbidity or other ‘confounding variables’? In amongst my questions I 
began to feel a sense of discomfort: who was 1 to be so scathing when 1 knew so little 
about what is involved in the positivist research process? Perhaps some psychological 
issues are better served by ‘traditional’ research; questions that are not specifically
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concerned with meaning, for example, may be better investigated quantitatively 
{Cowie & Salm, 1998). 1 reflected on Erwin’s {1997: p80) belief that “If one argues 
that clarity, precision, rigorous empirical testing and the like are unnecessary, what is 
being rejected is not merely the need for more and better science, but also a firm basis 
o f any kind for believing psychotherapeutic claims.” 1 decided to use the opportunity 
presented by working in a CBT placement to try out the process myself to become a 
better informed ‘insider’, rather than a naïve, somewhat cynical ‘outsider’ and 
compare the two extremes (i.e. a social constructionist approach and a positivist 
quantitative approach).
Following Ian Parker’s (1999b) observation that the researcher is the real “subject” of 
the narrative, yet she/he is required to “disappear altogether” using a variety of 
“rhetorical tricks”, I set out on my journey to remain a visible reflexive researcher.
The decision to carry out research into immune response after therapy came from an 
idea formulated many years earlier. (Whilst in traditional approaches the subjective 
individual is supposed to remain absent, we are all aware that all researchers have 
their own reasons for getting involved in their particular area of research.) 1 was 
fascinated by my own dramatic improvement in health after attending psychotherapy 
incorporating CBT. 1 no longer needed several courses of antibiotics every year and I 
often mused to myself about the financial gain to the NHS of my revised approach to 
life! 1 had read about the changes in immune response in relation to mood and decided 
to explore this further. Perhaps, I speculated, this was anotiier way forward in 
counselling psychology’s attempts to demonstrate the efficacy of therapeutic 
intervention utilising our scientist-practitioner training.
After much discussion with the counselling team who would all (six in total) refer 
suitable clients to myself, it was agreed that finding 15-20 participants would be 
achievable, despite the strict exclusion criteria. The minimum number for the pilot 
study was 12 (following the design of Evans et al., 1994), thus we attempted to recruit 
more than this to allow for attrition. This needed to be a robust, carefully controlled 
piece of research to make it a worthwhile endeavour and I attempted to devise a study 
that maintained the therapeutic setting Avith the minimum amount of manipulation 
possible. Although it would be ridiculous to suggest that asking clients to place a
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cotton swab in their mouths was ‘naturalistic’, the fact that it took only two minutes, 
and was only requested twice - once at the beginning and once at the end of therapy - 
was seen as a positive feature of the design. BDIs and diary sheets were considered to 
be part of the therapeutic process. Therefore, in the main, the design did not appear to 
interfere with the therapeutic process, though a weakness in the design is the absence 
of a means of formally asking participants this very question. They should be 
involved in a collaborative research process, just as they are involved in a 
collaborative therapeutic process. Many research studies suppress or manipulate the 
context of the interaction beyond recognition by imposing rigid tasks on clients, thus 
moving away from normal therapeutic boundaries (Parker et al., 1995). In order to 
fiilly participate in a meaningful piece of ‘scientific’ research great attention was paid 
to confounding variables, as well as to keeping the context as naturalistic as possible 
to ensure external validity. Whilst it is felt this avoided some of the limitations that 
some previous research into sIgA levels and mood have been prey to, it led to 
difficulties in recruiting, and holding on to, participants.
As previously discussed, whilst the counselling service team all supported the 
research and were confident that they could refer a large number of clients suffering 
from depression, and indeed meeting the strict inclusion criteria, difficulties presented 
themselves from the outset. Several clients who seemed suitable participants at first 
assessment subsequently did not meet the criteria when they were found to suffer 
from co-morbid anxiety disorders at the second assessment. Two clients who initially 
met the criteria were prescribed antidepressants mid-therapy. Another started in 
therapy but was diagnosed as also suffering from post traumatic stress disorder half 
way through therapy. Two dropped out of therapy after the Easter vacation, and it was 
clear at the second assessment that one client was too distressed to be asked to take 
part in the study. Due to ethical considerations, it did not seem appropriate to refer the 
clients who did not meet the inclusion criteria on to another member o f the team as 
they had already been assessed twice. Therefore I saw a large number of ‘depressed’ 
clients, yet only a small number met the necessary criteria for the study. My 
placement supervisor, who also worked within the cognitive behavioural paradigm, 
was happy to act as co-researcher yet he faced the same difficulties with recruitment
167
and it became clear early on in the research that we were not going to be able to 
include more than five or six participants in the study.
My experience led to further concerns about the generalisability of large research 
studies such as those considering the efficacy o f a particular approach for a specific 
‘disorder’. How many of those presenting with depression in these studies are rejected 
as ‘unsuitable’ candidates, and how many drop out during the study? Co-morbidity of 
anxiety with depression has been estimated as 30% (USDHHS, 1993); in the real 
world a very small proportion of clients present with a single clear diagnosis of 
depression. This is one of the difficulties that Rennie (1994) highlights: the difference 
between studying the physical and biological world and studying the person, due to 
the complexity and diversity of individuals. Clients are not passive ‘objects’ with neat 
clearly defined ‘disorders’ as Pilgrim (2000) argues. He suggests a rejection of 
diagnosis in favour of formulation to enhance our understanding of psychological 
difference and to place individual difficulties in their biological and social context 
(Pilgrim, 2000: p304).
Rather than compromise the study by including participants who were taking 
antidepressants as some other research studies have done (e.g. Natelson, 1999; 
Schleifer et al., 1999) it was decided that a smaller yet robust case study approach 
would still provide an informative pilot for further research. The new design 
incorporated diary sheets to provide additional information. They enabled 
consideration to be given to any major life changes experienced by participants during 
the study which may impact on sIgA levels, and it was also hoped that they would 
enable a qualitative study of process issues and would illustrate participants’ change 
in mood over time. Rather than looking only at outcome, as measured by the BDI, 
which restricts participants to ticking predetermined categories, the diary sheets 
enabled clients to give more imconstrained descriptions of their mood changes 
throughout therapy. In counselling psychology, whilst narrative methods of 
qualitative research are generally favoured, it was felt in this case that the use of 
more ‘traditional’ content analysis would enable participants to feel safe to divulge 
powerful, private emotions. This removed the threat that their actual words may be 
divulged to a wider audience (e.g. as in discourse analysis) thus maintaining the
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confidentiality so crucial to the therapeutic process and maintaining as naturalistic a 
setting as possible.
Another difficulty became apparent soon after the revised study started, as whilst all 
the participants completed some diary sheets, as often happens in therapy, they were 
not completed consistently, often with long gaps with no sheets completed at all. It 
was not appropriate to put pressure on participants to complete the sheets, though they 
were seen as part of the therapeutic process and clients generally reported finding 
their use beneficial. Once again I wondered how often participants in large published 
studies have been encouraged to comply with research methods in a way that would 
be deemed unacceptable and unethical in a ‘normal’ therapeutic setting. As Shillito- 
Clarke (1996) says, pressure put upon participants by researchers can be quite subtle 
and particular care should be taken that this does not occur with vulnerable clients 
within a therapeutic setting.
Thus, having played the game and engaged in a quantitative research process, many 
of my concerns remain. The benefits of convincing the medical world of 
physiological change after psychotherapy, although worthy, seem less helpful as a 
means of evaluating outcome for clients. It is important that counselling psychology 
remains clear that it is clients needs that are the focus of therapy and therefore any 
form of evaluation should reflect whether these have been met. One way of achieving 
this is by creating individualised personal questionnaires with the client to be 
completed at the beginning and end of therapy (Shapiro, 1961) rather than merely 
utilising predetermined questionnaires that have no space for those who do not fit the 
categorisation scheme. Measuring physiological change may be helpful - if this is 
what the client wishes to know.
I am not suggesting that quantitative research should be abandoned by counselling 
psychology due to difficulties in design, but rather that small robust quantitative 
studies may be of value for some topics. Large studies inevitably miss individual 
differences and need careful reading to ensure that claims of statistical significance do 
not obscure compromises in design. We need to be cautious when reading results to 
ensure that statistics do not serve to obscure elements of Truth’, and notice detail such
169
as the scales used in graphs rather than merely accepting the trend as it is presented 
(again, something highlighted by my own research). It is also important to consider 
whether ‘statistical significance’ also reflects clinically significant change, often it 
does not (Barkham & Barker, 1996). Nor I am suggesting that other, more ‘radical’ 
approaches are the only way forward. There is continuing controversy within 
psychology concerning the merits of various approaches to research, most commonly 
expressed in terms of a debate about quantitative versus qualitative methods which 
overlaps with debates about positivist, versus interpretative, phenomenological and 
social constructionist approaches (Carey, 1997; Dorahy & Millar, 2000; Reynolds, 
2000; Shevlin, 2000).
Pilgrim (1997) suggests that it can be limiting to engage in too much deconstruction 
as the traditional methodologies challenged by it may still be able to help improve 
people’s lives. Deconstruction does not necessarily provide answers, but is useful in 
raising questions. Haraway (1991; p230) says “this is the contested world where, 
with or without our consent, we are located”. Whilst this is clearly the case, her 
concerns about science being involved in a ‘reinvention of nature’ seem nebulous.
Slie attacks “immune system discourse” as a capitalist venture, which she believes “is 
about constraint and possibility for engaging in a world full o f ‘difference’, replete 
with non-self and she states, “my thesis is that the immune system is an elaborate 
icon for principal systems of symbolic and material ‘difference’ in late capitalism” 
(1991: p204). Those who have benefited from drugs developed by this enterprise may 
not share her view and one wonders where the argument is taking us. I share Pilgrim’s 
view that the way forward “is to continue to investigate the world using a mixture of 
qualitative and quantitative methods and to utilise deconstruction as well. At issue 
here is whether or not we build up knowledge with humility and scepticism or with 
arrogance and certainty. The case and conditions for deconstruction have mainly 
arisen because the scientific project so central to modernism has fallen foul o f its own 
arrogance” (Pilgrim, 1997: p30).
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Within this “climate of problematization” (Curt, 1994) it is hoped that this study has 
reached “compromise without sacrificing integrity” (Barkham, 1996). Perhaps my 
reflections have demonstrated that counselling psychology can legitimately utilise 
both qualitative and quantitative research as tools for investigating the benefits of 
therapeutic intervention to clients and, perhaps, for evaluating outcome. I suggest this 
is possible if research methods are thoughtfully implemented, and if researchers “read 
themselves ” into the process (Parker, 1999a: plO). Critical reflection by the 
researcher, Parker (1994: p240) suggests, can operate “as a bridge between empirical 
research and a political engagement with social issues”.
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A p p en d ix  I I
Please complete this diary each evening. When thinking back over the day, attempt to 
best describe the way you have been feeling, in whatever words make the most sense 
to you. If you think there may have been some reason why you felt the way did, 
please make a note of this. During the day, if your mood changed, try to say what you 
think led to these changes, and if possible make a note of the thougths that may have 
been going through your mind at the time.
Date:
Morning:
Afternoon:
Evening:
Date:
Morning:
Afternoon:
Evening:
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A p p en d ix  I I I
Research Consent Form
This study is concerned with depression and immunity. I would like to measure your 
immune function before therapy, and at the end of therapy. At these times I will also assess 
your mood state with standard questionnaires to see how you feel as part of the routine 
assessment of your therapy. In line with standard therapeutic practice, you will also be 
asked to complete a daily diary sheets and elements of these may also be included in the 
research. Any names of identifying details will be changed or replaced with pseudonyms to 
ensure anonymity.
Immune measures can be taken from the antibodies in saliva samples. These antibodies are 
on all mucous surfaces and are in the nose and throat, where they protect against coughs, 
colds and sore throats. The collection of saliva is done by putting a small, cotton, dental 
pad under your tongue for two minutes. It does NOT involve taking blood samples. 
Further information can be supplied if required.
Your participation in the research will be completely confidential and your identify will not 
be disclosed at any point. You are free to withdraw from the research at any time without 
needing to justify your decision, and without affecting the conduct of our therapy in any 
way.
Please read the following paragi^aph, and i f  you are in agreement sign where indicated.
I confirm that I have read and understood the above information and agree that the 
purpose of this research, and what my participation in it would entail, have been clearly 
explained to me in a manner that I understand, and that any questions I have had have 
been answered to my satisfaction. I agree to the arrangements described in so afar as they 
relate to my participation. I understand that participation is entirely voluntary and that I 
have the right to withdraw from the research at any time, and that this will be without 
detriment to any care or services I may be receiving or may receive in the fiiture. I have 
received a copy of this consent form.
Signed...............................................................   D ate................
Please print name.....................................
On behalf of all those involved in this research I undertake that confidentiality will be 
ensured at all times.
Signed................................................... D ate.........................
Please print name.................................
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A p p en d ix  IV
Demographic Information
Sex:
Age:
Occupation:
Highest Educational Oualification/Tvpe of course:
Current Marital Status:
Ethnic Group: White
Black-Caribbean
Black-African
Black-Other
Indian
Pakistani
Bangladeshi
Chinese
Other (please specify)
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A p p en d ix  V
Information for Volunteers
This study is being carried out by Annie Tipney who is a third year counselling psychology 
doctorate student at the University of Surrey and is working as a trainee 
counsellor/therapist at the University o f .... Counselling Service. Previous research has 
indicated that the immune response may be depleted when negative emotions are 
experienced. It may be that you find you experience more colds and flu viruses when you 
are depressed and by collecting saliva before and afler therapy it should be possible to 
establish whether your immune response improves in line with more positive mood which 
will be measured with a standard questionnaire. This information could be helpful to you 
by way of explaining why you may become unwell more oflen when depressed, and it is 
hoped will be helpful in informing the medical profession of the benefits of counselling for 
depression to people’s physical and well as psychological well being.
As this study is concerned with depression and immunity, I would like to measure your 
immune function before therapy (at the first session) and at the end of therapy (at the last 
session). At these times I will also assess your mood state with standard questionnaires to 
see how you feel at each of these times as part of the routine assessment of your therapy. 
Immune measures can be taken from the antibodies in saliva samples. These antibodies, 
known as IgA, are on all mucous surfaces and are in the nose and throat, where they 
protect against coughs, colds and sore throats. The collection of saliva is done by putting a 
small, cotton, dental pad under your tongue for two minutes at the beginning of the 
therapy session, which you then place in a sealed plastic tube. It does not involve taking 
blood samples. An assessment will be made in the usual way to ensure that the most 
appropriate course of therapy is planned to meet your needs. Participation in this study 
does not effect your course of therapy and any concerns or questions regarding the 
research can be raised at any point during therapy. The saliva collection taking two 
minutes at the beginning of the two afore mentioned sessions will be the only change to 
the normal course of therapy.
uCJ
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